Phoenix: Public Health and Obesity in England - the New Infrastructure Examined by Peckham, Stephen et al.
Kent Academic Repository
Full text document (pdf)
Copyright & reuse
Content in the Kent Academic Repository is made available for research purposes. Unless otherwise stated all
content is protected by copyright and in the absence of an open licence (eg Creative Commons), permissions 
for further reuse of content should be sought from the publisher, author or other copyright holder. 
Versions of research
The version in the Kent Academic Repository may differ from the final published version. 
Users are advised to check http://kar.kent.ac.uk for the status of the paper. Users should always cite the 
published version of record.
Enquiries
For any further enquiries regarding the licence status of this document, please contact: 
researchsupport@kent.ac.uk
If you believe this document infringes copyright then please contact the KAR admin team with the take-down 
information provided at http://kar.kent.ac.uk/contact.html
Citation for published version
Peckham, Stephen and Gadsby, Erica W. and Coleman, Anna and Jenkins, Linda M. and Perkins,
Neil and Bramwell, Donna and Ogilvie, Jayne and Rutter, H and Segar, Julia  (2016) Phoenix:
Public Health and Obesity in England - the New Infrastructure Examined.   Project report. Policy
Research Unit in Commissioning and the Healthcare System, Kent
DOI












PHOENIX: Public Health and Obesity in England  


























1. University of Kent 
2. London School of Hygiene and Tropical Medicine 
3. University of Manchester 
 








Table of contents 
 
Section  Page 
 Disclaimer  3 
 Acknowledgements 3 
 Abbreviations 3 
 List of figures 5 
 List of tables 6 
 Executive summary 7 
1 Introduction 11 
2 Methods 21 
3 Developing the new system 29 
4 Public health in local authorities 37 




Obesity prevention and weight management  W signs of a new 
approach? 
85 
7 Discussion and conclusion 97 












This research is funded by the Department of Health. The views expressed are those of the 




We are particularly grateful to our case study sites for allowing us to spend so much time with them 
and for being so open in discussing their work. We are also grateful to the survey and interview 
respondents for giving up their valuable time to respond to our questions. The PHOENIX stakeholder 
group have provided valuable feedback on an earlier draft of this report, and guidance and support 
throughout.  
 
List of Abbreviations 
 
CCG  Clinical Commissioning Group 
CSU  Commissioning Support Unit 
DH  Department of Health 
DPH  Director of Public Health 
DsPH  Directors of Public Health 
HWB  Health and Wellbeing Board 
HSCA12 Health and Social Care Act 2012 
JHWS  Joint Health and Wellbeing Strategy 
LA  Local Authority 
NCD  Non-communicable disease 
NCMP  National Child Measurement Programme 
NHS   National Health Service 
NHSE   National Health Service England 
PCT   Primary Care Trust 
PHE  Public Health England 











List of Figures:  
  Page 




Have there been changes in the last 12 months in 
DPH responsibilities?  
46 
Figure 3 Changes in the last 12 months to size and 
composition of the public health team 
47 
Figure 4 Are there plans affecting public health teams in the 
next 12 months? 
48 
Figure 5 In the last 12 months, has the ring-fenced public 
health budget been used to invest in other local 
authority departments? 
51 
Figure 6 Do you expect expenditure to decrease in line with 
nationally imposed cuts?   
52 
Figure 7 Have you identified areas to be affected by cuts in 
the public health budget?   
53 
Figure 8 Has your local authority made any changes to 
services commissioned under the ring-fenced public 
health budget? 
61 
Figure 9 In your work to improve public health, do you get 
the following support from PHE?  W % saying no or 
not really (DPH surveys) 
68 
Figure 10 
Is the capacity of your team sufficient to be able to 
provide the following support to CCGs?  W % saying 












List of Tables 
  Page 
Table 1 Policy, guidance and other documents of most 
relevance to the public health system 
13 
Table 2 
The public health system  W perceived opportunities 
and challenges 
16 
Table 3 Overview of case study sites 22 
Table 4 Interviews conducted (not including scoping stage) 25 
Table 5 Are you a standing member of your local 




Views on enablers and barriers to successful 
integration of public health: key themes drawn 
from free comments within the 2015 surveys 
40 









The PHOENIX project examined the impact of structural changes to the health and care system in 
England on the functioning of the public health system, and on the approaches taken to improving 
ƚŚĞƉƵďůŝĐ ?ƐŚĞĂůƚŚ ?This report is the fifth and final report for the project.  It should be considered 
alongside a first interim report (Gadsby et al 2014), focusing on our scoping study phase; a second 
interim report (Peckham et al 2015) focusing on our phase one case study research and first national 
survey; a first survey report (Jenkins et al 2015) and a report of the second survey (Jenkins et al 
2016).  The research commenced in April 2013 and involved three phases of interviews  W a scoping 
study with key informants in 2013 and two phases of interviewing in five case study areas in 2014 
and 2015. In total we conducted 108 interviews for the main phases of the research reported here 
and 23 initial scoping interviews reported in our first interim report (Gadsby et al 2014). In addition 
we undertook two national surveys in 2014 and 2015 of Directors of Public Health and lead 
councillors for health.  This final report incorporates the findings of our phase two case study 
research and second national surveys of Directors of Public Health (DsPH) and councillors who lead 
on public health issues.   It also draws on the findings of the previous two phases of the research.  
 
The research objectives set out at the start of the project were: 
 
1. To conduct a critical analysis of the impact of recent structural reforms on the public health 
system and its likely ability to improve population health and tackle obesity (as an example of a 
complex problem). 
2. To develop a clearer understanding of the relationships between different components within 
the public health system at national and local level. 
3. To identify the ways in which organisations within the public health system approach the 
establishment and/or commissioning of health improvement interventions (by focusing on their 
approaches to tackling obesity). 
4. To examine commissioning decision-making processes within case study sites, with regards to 
obesity/weight management activities, to identify influences on decision-making and relational 
influences on health improvement. 
5. To identify difficulties and opportunities facing actors within the new public health system in 
progressing the public health agenda, and specifically in relation to preventing/managing 
obesity.  
The changes brought about by the HSCA12, and the implications for the organisation and delivery of 
the public health function, have been profound.  Examining the impact of such changes through 
research has been extraordinarily challenging, particularly given the broader changes to the health 
and social care system, and indeed, to other government policies in areas of education, welfare and 
so on.  Our research points to the importance of systems thinking.  dŚĞƵƐĞŽĨƚŚĞƚĞƌŵ ‘ƚŚĞƉƵďůŝĐ
ŚĞĂůƚŚƐǇƐƚĞŵ ?ƚŽĚĞƐĐƌŝďĞǁŚĂƚŝŶƌĞĂůŝƚǇŝƐ “ĂĐŚĂŽƚŝĐ ?ƐƉƌĂǁůŝŶŐ ?ĚǇŶĂŵŝĐƐĞƚŽĨƉƌĂĐƚŝĐĞƐǁŚŝĐŚĂƌĞ
often intensely political, and a set of activities that might more closely resemble a non-ƐǇƐƚĞŵ ? ŝƐ
inherently problematic.  However, systems thinking focuses on inter-relationships, and emphasises 
holistic thinking from multiple perspectives.   
As expected, in earlier phases of the research we found that local authority (LA) public health teams 





operation. However, our findings demonstrate that this concern with structures and organisation 
continued even after two years. This has involved re-thinking the skills and skill mixes required, with 
several of our case study public health teams concentrating on bolstering their business 
management/commissioning skills, and concentrating less on ŵŽƌĞ ‘ƚƌĂĚŝƚŝŽŶĂů ?ƉƵďůŝĐŚĞĂůƚŚƐŬŝůůƐ ?
Financial insecurity created additional problems with LAs sometimes unsure of the details of their 
financial settlement from government until after many contracts had been negotiated, leaving them 
with few areas in which to make cost savings.  In addition, budget cuts across other departments 
within LAs also brought additional pressures to public health teams, as costs were transferred and 
cuts shared across departments.  
 
Within LAs, contracts have received new scrutiny, and both existing and new contracts have had to 
be negotiated with providers, within a new provider landscape.  In addition, actors within the system 
had to negotiate ways of working with other actors, in a situation where much was new. The 
situation in two Wtier council areas created additional complexities of inter-organisational working 
(discussed in the next section). The organisational position of the public health team and the 
director were important in terms of ability to influence strategic decision-making and work with 
other departments.  System co-ordination also remained an area where roles and responsibilities 
were not clear. LAs are developing their leadership role, but there is little evidence to suggest that 
Health and Wellbeing Boards (HWBs) are undertaking a system co-ordination role or prioritising 
public health issues.  We also identified a mismatch between the rhetoric at policy level which 
emphasises the importance of prevention and the reality, which has seen cuts in public health 
ĨƵŶĚŝŶŐĂŶĚĐƌŝƚŝĐŝƐŵŽĨŶĂƚŝŽŶĂůƉŽůŝĐǇŵĂŬĞƌƐƚŽƚĂŬĞƉŽƐŝƚŝǀĞĂĐƚŝŽŶŽŶŬĞǇƉŽƚĞŶƚŝĂů ‘ƐǇƐƚĞŵ-ůĞǀĞů ?
levers for change favoured by much of the public health professional community.  Our data also 
suggests that the public health profession has lost some of its independence and authority in terms 
of being able to speak out on key issues where their views are at odds with LAs or national 
government policies.  
 
Whilst there has been frantic activity around the re-organisation of systems, structures and 
processes, which have had important consequences for role, relationships and functions, we have 
not necessarily seen any real shift in subsequent priorities and strategies.  Actors in the new system 
continue to negotiate relationships with each other in terms of public health delivery. There is a 
continuing dynamic introduced as public health services are decommissioned and re-commissioned 
by local authorities. In addition the relationship between public health departments and Clinical 
Commissioning Groups (CCGs) remains unclear in many areas, with concerns remaining about the 
range and type of support provided by public health to CCGs.  
 
There was some evidence that approaches to tackling obesity were changing with a recognition of 
the need to work towards a more holistic approach to obesity services and the need to tackle the 
wider determinants of health.  Some of our sites were developing Ă ‘ǁŚŽůĞĐŽƵŶĐŝů ?ŽƌƐǇƐƚĞŵ-ǁŝĚĞ ?
strategic approach reflecting the emphasis in national policy documents.  However, gaps in pathway 
and tier provision, further funding cuts and a lack of partnership working in some areas, (either 
through programme provision, organisations or with district councils), were hampering this 
approach. It was clear that having councillor and senior officer support could have a significant 






Our research only provides a limited overview of the development of the public health system in 
England between April 2013 and the end of 2015. However, our findings have highlighted some 
important issues that have both policy and practice implications.   
x Support for a stronger LA role in public health was widespread but how the public health 
function and responsibilities were being developed varied considerably.  We found distinct 
differences between authorities and there was no one specific factor that led to such 
differences.   
x The system continues to be in a substantial state of flux.  This was due to the initial degree of 
fragmentation and complexity in the commissioning and provision of public health services 
introduced in 2013, and some continuing confusion about organisational responsibilities in 
terms of commissioning (eg the obesity pathway).   
x Financial constraint has had an impact on the capacity of public health teams - how they 
were organised and their position in local authority structures.  Coupled with broader 
financial constraint in local government, the impact of budget cuts led to continuing 
restructuring and organisational change.  It is likely that this state of flux will continue in the 
near future, limiting capacity and ability to fulfil all demands being made on public health 
teams.  
x Since 2013, there have been changes in responsibility for commissioning some aspects of 
public health services and substantial re-organisation both in PHE and in local government.  
x Two-tier councils faced particular challenges in co-ordinating public health activities and 
there remain problems in supporting CCGs. 
x Competing policy initiatives have also led to local authorities, and particularly HWBs, 
focusing on specific government initiatives such as the Better Care Fund, at the expense of 
broader health and wellbeing improvement. 
x Our findings suggest that while LAs had recognised the importance and value of public 
health, service integration and funding have dominated joint working agendas.  There was 
an ongoing struggle between local agendas (e.g. tackling inequalities) and a central 
government push (e.g. towards integration) where HWBs can only be a part of the solution; 
this suggests that HWBs may be best focused on their local system oversight and co-
ordination roles.   
x Reductions in resources and financial constraint were forcing some local systems to examine 
novel approaches to commissioning and provision which has not facilitated joint working. 
However, our research has shown that budgets were being used flexibly at a local level.  In 
some cases, this led to innovative use of resources, but in other areas, concern was 
expressed about misuse of public health funding. 
x We found that other departments in local authorities were responding in different ways to 
having a public health resource, and there are examples of collaborative working developing 
in areas such as planning.  Conversely, working with CCGs and the NHS remained a key 
concern with some public health teams struggling with capacity and in some areas poor 
linkage between CCGs and public health.  
Overall our research suggests that the development of the new public health system in England is 
still in progress with both the internal organisation of public health in local authorities LAs, the NHS 





additional organisational upheaval that has been a feature of local government has had a significant 
impact on the way the organisation of the new public health function is developing.  A key message 
emerging from our research is that the HSCA12 and associated policies paid insufficient attention to 
the nature and quality of relationships across the various organisations and individuals that 
constitute the new public health system in England. Consequently, whilst some of the challenges 
identified during the passage of the health and social care bill have been averted, many remain.  And 
whilst some of the opportunities identified have been realised, many are highly dependent on a 
range of locally contextual factors, and most are simultaneously threatened by conflicts and negative 








1.1 Background  
The public health system in England has undergone substantial reorganisation with a wholesale 
transfer of public health responsibilities from local NHS organisations to local authorities (LAs) and to 
Public Health England (PHE)  W an organisation created in 2013 which subsumes a large number and 
wide range of former bodies.  At the same time, health service leadership and commissioning were 
transformed through the creation of NHS England (NHSE)  W Ăƚ ‘Ăƌŵ ?ƐůĞŶŐƚŚ ?ĨƌŽŵ'ŽǀĞƌŶŵĞŶƚ W and 
Clinical Commissioning Groups (CCGs).  These structural changes have had enormous implications 
for the way in which the public health function is approached, organised and delivered.  Outside the 
clinical arena, the key responsibility for improving the health of local populations, including reducing 
health inequalities, rests with democratically accountable upper tier and unitary LAs. However, 
under the new system, the NHS has remained ĐƌŝƚŝĐĂůƚŽƉƌŽƚĞĐƚŝŶŐĂŶĚŝŵƉƌŽǀŝŶŐƚŚĞƉŽƉƵůĂƚŝŽŶ ?Ɛ
health. It is charged with delivering certain public health services, and with promoting health 
through all its clinical activity.     
 
1.2 Aims and research objectives 
The PHOENIX project examined the impact of these structural changes to the health and care system 
in England on the functioning of the public health system, and on the approaches taken to improving 
ƚŚĞƉƵďůŝĐ ?ƐŚĞĂůƚŚ ?The research was carried out by the Policy Research Unit on Commissioning and 
the Healthcare System (PRUComm), which is directly funded by the Department of Health (DH).  It 
was a 33-month study, commencing in April 2013.  
 
The study explored the impacts of structural changes at national, regional and local levels on the 
planning, organisation, commissioning and delivery of health improvement services.  Taking obesity 
as a tracer topic, it examined the response of local public health systems to this issue: the 
approaches taken by key actors; how commissioning decisions were being made; what the resulting 
spectrum of services/activities looks like; and whether there was any change in the balance of 
services commissioned or carried out.  The project sought to identify the extent to which, how and 
why key opportunities within the new system were being realised; key challenges are being 
overcome; and key concerns are addressed.  The research objectives set out at the start of the 
project were: 
 
1. To conduct a critical analysis of the impact of recent structural reforms on the public health 
system and its likely ability to improve population health and tackle obesity (as an example of a 
complex problem). 
2. To develop a clearer understanding of the relationships between different components within 
the public health system at national and local level. 
3. To identify the ways in which organisations within the public health system approach the 
establishment and/or commissioning of health improvement interventions (by focusing on their 
approaches to tackling obesity). 
4. To examine commissioning decision-making processes within case study sites, with regards to 
obesity/weight management activities, to identify influences on decision-making and relational 





5. To identify difficulties and opportunities facing actors within the new public health system in 
progressing the public health agenda, and specifically in relation to preventing/managing 
obesity.  
 
The changes brought about by the reforms are profound, and carry both potential opportunities and 
risks.  The many concerns raised in the early days of the reform process have been written about 
elsewhere (see Gadsby et al 2014; Riches et al 2015; Coleman et al 2013; LGIU 2012).  Whilst many 
commentators have noted that the changes to the public health system were welcome, there is 
widespread consensus that the timing was difficult, with the financial context for local government 
presenting huge challenges.  LAs were given little prescription about how to organise and deliver 
their public health functions.  Given the variety in structure, political administration, and 
organisational culture of LAs in different parts of the country, local public health systems have 
developed in a variety of ways.  It has been very interesting to investigate how these local systems 
were developing, in the context of systemic changes at regional and national levels.  
 
This report is the fifth and final report for the project.  It should be considered alongside a first 
interim report (Gadsby et al 2014), focusing on our scoping study phase; a second interim report 
(Peckham et al 2015) focusing on our phase one case study research and first national survey; a first 
survey report (Jenkins et al 2015) and a report of the second survey (Jenkins et al 2016).  This final 
report incorporates the findings of our phase two case study research and second national surveys 
of Directors of Public Health (DsPH) and councillors who lead on public health issues.   It also draws 
on the findings of the previous two phases of the research.  
  
1.3 Policy Context 
A large number of policy, guidance and other documents have been produced since the , ?Ɛ 2010 
White Paper  ‘Equity and Excellence: Liberating the NHS ?, which laid out the original Health and Social 
Care Bill intentions.  Those that were particularly pertinent to the organisation and delivery of the 
public health function when we commenced our case study research in 2014 are listed in Table 1.  
 
The Health and Social Care Act 2012 (HSCA12) was introduced by the Conservative/Liberal Democrat 
ĐŽĂůŝƚŝŽŶŐŽǀĞƌŶŵĞŶƚƚŚĂƚŝĚĞŶƚŝĨŝĞĚƚŚĞŝƌ “ŵŽƐƚƵƌŐĞŶƚƚĂƐŬ ?ĂƐƚĂĐŬůŝŶŐƚŚĞŶĂƚŝŽŶĂůĨŝŶĂŶĐŝĂůĚĞĨŝĐŝƚ
(HM Government, 2010: 7).  The state of the public finances, together with rising demands and costs 
in the NHS, helped to trigger the multiple changes to the health and care systems (DH 2012a). In 
addition, international comparisons highlighted the need for improvement in many areas of disease 
prevention and management, and it is well recognised that there are many opportunities to improve 
ƉŽƉƵůĂƚŝŽŶ ŚĞĂůƚŚ ĂŶĚ ǁĞůůďĞŝŶŐ ďǇ ƚĂŬŝŶŐ ĞĨĨĞĐƚŝǀĞ ĂĐƚŝŽŶ ŽŶ  ‘ƉƌĞǀĞŶƚĂďůĞ ?mortality (DH 2013a).  
Prior to the 2013 reforms, the public health system was seen as fragmented, with not enough 
synergies across services and inefficiencies due to overlapping responsibilities (DH 2012b).  Public 
health activities (particularly in terms of health improvement) were felt by the government to be 
having limited impact on the health of the public. 
 
Due in part to the fragmented nature of the public health system, it was felt that there was limited 
accountability with regards to outcomes prior to the HSCA12.  The public health White Paper (DH 
2010) set out a vision to bring about a greater emphasis on disease prevention, a greater focus on 





Table 1: Policy, guidance and other documents of most relevance to the public health system 
Jul 2010 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘ƋƵŝƚǇĂŶĚǆĐĞůůĞŶĐĞ P>ŝďĞƌĂƚŝŶŐƚŚĞE,^ ? Wwhite paper that laid out the 
original Health and Social Care Bill policy intentions, and set out the intention to strengthen the role of 
local government in local health services. 
Jul-Oct 2010 More than 6000 responses received to the ŐŽǀĞƌŶŵĞŶƚ ?ƐĐŽŶƐƵůƚĂƚŝŽŶŽŶ ‘>ŝďĞƌĂƚŝŶŐƚŚĞE,^ ? 
Nov 2010 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘,ĞĂůƚŚǇůŝǀĞƐ ?ŚĞĂůƚŚǇƉĞŽƉůĞ PŽƵƌƐƚƌĂƚĞŐǇĨŽƌƉƵďůŝĐŚĞĂůƚŚŝŶŶŐůĂŶĚ ? W white 
ƉĂƉĞƌƚŚĂƚƐĞƚŽƵƚƚŚĞŐŽǀĞƌŶŵĞŶƚ ?ƐůŽŶŐ-term vision for the future of public health in England and its aim 
ƚŽĐƌĞĂƚĞĂ ‘ǁĞůůŶĞƐƐ ?ƐĞƌǀŝĐĞ ?WHE) and to strengthen both national and local leadership.  The paper made 
ŝƚĐůĞĂƌƚŚĂƚ “ůŽĐĂůŐŽǀĞƌŶŵĞŶƚĂŶĚůŽĐĂůĐŽŵŵƵŶŝƚŝĞƐǁŝůůďĞĂƚƚŚĞŚĞĂƌƚŽĨŝŵƉƌŽǀŝŶŐŚĞĂůƚŚĂŶĚ
wellbeing for their populationƐĂŶĚƚĂĐŬůŝŶŐŝŶĞƋƵĂůŝƚŝĞƐ ? ?
Dec 2010 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚŝƚƐĨƵůůƌĞƐƉŽŶƐĞƐƚŽƚŚĞĐŽŶƐƵůƚĂƚŝŽŶŽŶ ‘>ŝďĞƌĂƚŝŶŐƚŚĞE,^ ? 
Jan 2011 Health and Social Care Bill 2011 introduced in the House of Commons  
April 2011 dŚĞŐŽǀĞƌŶŵĞŶƚĂŶŶŽƵŶĐĞĚĂ ‘ƉĂƵƐĞ ?ŝŶ the legislative process and launched NHS Future Forum as part of 
ƚŚĞŐŽǀĞƌŶŵĞŶƚ ?ƐůŝƐƚĞŶŝŶŐĞǆĞƌĐŝƐĞŽŶƚŚĞ,ĞĂůƚŚĂŶĚ^ŽĐŝĂůĂƌĞŝůů ?  
Jun 2011 NHS Future Forum published key recommendations followed by the government response to the report. 
Jul 2011 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘,ĞĂůƚŚǇůŝǀĞƐ ?ŚĞĂůƚŚǇƉĞŽƉůĞ PƵƉĚĂƚĞĂŶĚǁĂǇĨŽƌǁĂƌĚ ? ?ĂƉŽůŝĐǇƐƚĂƚĞŵĞŶƚ
ǁŚŝĐŚƌĞĂĨĨŝƌŵĞĚƚŚĞŐŽǀĞƌŶŵĞŶƚ ?ƐǀŝƐŝŽŶĨŽƌĂŶĞǁƉƵďůŝĐŚĞĂůƚŚƐǇƐƚĞŵ ?/ƚƐĞƚŽƵƚƚŚĞƉƌŽŐƌĞƐƐŵĂĚĞŝŶ
developing the vision for public health, and a timeline for completing the operational design of this work 
through a series of Public Health System Reform Updates. 
Jul 2011  Organisations ƌĞƉƌĞƐĞŶƚŝŶŐƚŚĞŵĞŵďĞƌƐŚŝƉŽĨ,tƐƉƵďůŝƐŚĞĚ ‘KƉĞƌĂƚŝŶŐƉƌŝŶĐŝƉůĞƐĨŽƌ,tƐ P>ĂǇŝŶŐƚŚĞ
ĨŽƵŶĚĂƚŝŽŶƐĨŽƌŚĞĂůƚŚŝĞƌƉůĂĐĞƐ ?ƚŽƐƵƉƉŽƌƚtheir effective establishment and functioning.  
Autumn 2011 Resumption of the passage of the Health and Social Care Bill. 
Dec 2011 ,ƉƵďůŝƐŚĞĚƚŚĞ ‘ĐĐŽƵŶƚŝŶŐŽĨĨŝĐĞƌƐǇƐƚĞŵƐƐƚĂƚĞŵĞŶƚ ?ǁŚŝĐ ŽƵƚůŝŶĞĚĐƵƌƌĞŶƚĂŶĚĨƵƚƵƌĞĂĐĐŽƵŶƚĂďŝůŝƚǇ
for public health, focusing on the period after April 2013. 
Jan 2012 ,ĨŝƌƐƚƉƵďůŝƐŚĞĚ ‘/ŶƚƌŽĚƵĐƚŝŽŶƚŽƚŚĞWƵďůŝĐ,ĞĂůƚŚKƵƚĐŽŵĞƐ&ƌĂŵĞǁork 2013- ? ? ? ? ? ?ǁŚŝĐŚĂůůLAs  “ŵƵƐƚ
ŚĂǀĞƌĞŐĂƌĚƚŽ ?ŝŶƚŚĞĞǆĞƌĐŝƐĞŽĨƚŚĞŝƌƉƵďůŝĐŚĞĂůƚŚĨƵŶĐƚŝŽŶƐ ? 
Mar 2012 Health and Social Care Bill received royal assent.  
Jun 2012 ,ƉƵďůŝƐŚĞĚ ‘,ĞĂůƚŚĂŶĚ^ŽĐŝĂůĂƌĞĐƚ ? ? ? ? PĨĂĐƚƐŚĞĞƚƐ ? ?ĞǆƉůĂŝŶŝŶŐĂƐƉĞĐƚƐŽĨƚŚĞAct.  One of these 
ǁĂƐƚŝƚůĞĚ ‘EĞǁĨŽĐƵƐĨŽƌƉƵďůŝĐŚĞĂůƚŚĨĂĐƚƐŚĞĞƚ ? ?dŚĞse were updated versions of the fact sheets first 
published in October 2011. 
Jun 2012 The govĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘,ĞĂůƚŚǇ>ŝǀĞƐ ?,ĞĂůƚŚǇWĞŽƉůĞ PhƉĚĂƚĞŽŶƉƵďůŝĐŚĞĂůƚŚĨƵŶĚŝŶŐ ? ?ĂŝŵĞĚĂƚ
public health specialists, setting out current thinking on LA public health finance.  
Jan 2013 DH first produced a LA ĐŝƌĐƵůĂƌ ‘ZŝŶŐ-fenced public health grant coŶĚŝƚŝŽŶƐ ? ?ƐĞƚƚŝŶŐŽƵƚƚŚĞĐŽŶĚŝƚŝŽŶƐĨŽƌ
using the money. A range of associated documents then followed, detailing the allocations, reporting 
arrangements, and funding formula.  
Mar 2013 The House of Commons Communities and Local Government Committee published its eighth report of 
session 2012- ? ? P ‘dŚĞƌŽůĞŽĨůŽĐĂůĂƵƚŚŽƌŝƚŝĞƐŝŶŚĞĂůƚŚŝƐƐƵĞƐ ? ?ƚŽŐĞƚŚĞƌǁŝƚŚŵŝŶƵƚĞƐĂŶĚĞǀŝĚĞŶĐĞĨƌŽŵ
40 written submissions and 5 oral evidence sessions.  
Mar 2013 ,ƉƵďůŝƐŚĞĚ ‘>ŝǀŝŶŐǁĞůůĨŽƌůŽŶŐĞƌ PĂĐĂůůƚŽĂĐƚŝŽŶƚŽ ƌĞĚƵĐĞĂǀŽŝĚĂďůĞƉƌĞŵĂƚƵƌĞŵŽƌƚĂůŝƚǇ ? ?ĚŝƌĞĐƚĞĚĂƚ
the health and care system nationally and locally, primarily focusing on the 5 biggest killer diseases (cancer, 
stroke, heart, liver and respiratory disease).  
Mar 2013 W,ƉƵďůŝƐŚĞĚ ‘ŚĞĂůƚŚĂŶĚǁĞůůďĞŝŶŐ PŝŶƚƌŽĚƵĐƚŝŽŶƚŽƚŚĞĚŝƌĞĐƚŽƌĂƚĞ ? ?ƐĞƚƚŝŶŐŽƵƚƚŚĞƉƌŽŐƌĂŵŵĞƐ ?
priorities and approach of the health and wellbeing directorate of PHE.  
March 2013 DH published statutory guidance on Joint Strategic Needs Assessments and Joint Health and Wellbeing 
Strategies. 
April 2013 Reforms to the health service and commissioning arrangements came into effect.   
April 2013 W,ƉƵďůŝƐŚĞĚ ‘ŽƵƌƉƌŝŽƌŝƚŝĞƐĨŽƌ ? ? ? ? ? ? ? ? ? 
May 2013 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘,ĞĂůƚŚǇůŝǀĞƐ ?ŚĞĂůƚŚǇƉĞŽƉůĞ PĂƉƵďůŝĐŚĞĂůƚŚǁŽƌŬĨŽƌĐĞƐƚƌĂƚĞŐǇ ? ?ǁŚŝĐŚƐĞƚ
out actions for various partners in the new public health system to support and develop the public health 
ǁŽƌŬĨŽƌĐĞ ? “/ƚǁŝůůŚĞůƉĞŵďĞĚƉƵďůŝĐŚĞĂůƚŚĐĂƉĂĐŝƚǇǁŝƚŚŝŶƚŚĞǁŝĚĞƌǁŽƌŬĨŽƌĐĞƚŽƐƵƉƉŽƌƚĚĞůŝǀĞƌǇŽĨƚŚĞ
public health outcomes ĨƌĂŵĞǁŽƌŬ ? ?
Jul 2013 The government published its response to the House of Commons Communities and Local Government 
Committee report on the role of local authorities in health issues. 
Nov 2013 dŚĞŐŽǀĞƌŶŵĞŶƚƉƵďůŝƐŚĞĚ ‘&ƌĂŵĞǁŽƌŬĂŐƌĞĞŵĞŶƚďĞƚǁĞĞŶƚŚĞDepartment of Health and Public Health 
ŶŐůĂŶĚ ? ?ĚĞĨŝŶŝŶŐŚŽǁƚŚĞǇǁŝůůǁŽƌŬƚŽŐĞƚŚĞƌ ?ĂŶĚŚŽǁƚŚĞǇǁŝůůĚŝƐĐŚĂƌŐĞƚŚĞŝƌĂĐĐŽƵŶƚĂďŝůŝƚǇ
ƌĞƐƉŽŶƐŝďŝůŝƚŝĞƐ ?dŚĞĨƌĂŵĞǁŽƌŬǁĂƐŝƐƐƵĞĚŝŶĐŽŶũƵŶĐƚŝŽŶǁŝƚŚW, ?ƐŽĚĞŽĨŽŶĚƵĐƚ ? 
Feb 2014 House of Commons Health Committee published its eighth report of session 2013-14 on Public Health 
England, together with formal minutes relating to the report.  
Jun 2014 Letter from Parliamentary Under Secretary of State for Public Health to Chief Executive of PHE, setting out 
the role that the Government expects PHE to play in the health and care system.  





led to a number of fundamental changes to the structures and organisation of public health systems 
in April 2013. Enacted by the HSCA12 the new public health system in England was established in 
order to: increase the emphasis on public health and disease prevention; create a more joined-up 
system with clearer leadership; and have a greater impact on the wider determinants of health at 
local level.  
 
At national level, by abolishing several public health organisations (including the Health Protection 
ŐĞŶĐǇ ?ĂŶĚĐƌĞĂƚŝŶŐW,ĂƐ ƚŚĞŶĞǁ  ‘ŝŶƚĞŐƌĂƚĞĚ ?ƉƵďůŝĐŚĞĂůƚŚƐĞƌǀŝĐĞ ? ƚŚĞŐŽǀĞƌŶŵĞŶƚaimed to 
create an  ‘ĂƵƚŚŽƌŝƚĂƚŝǀĞǀŽŝĐĞ ?ŽŶĂůůƉƵďůŝĐŚĞĂůƚŚŝƐƐƵĞƐ, providing a better co-ordinated system (DH 
2014).  It was argued that by containing the functions of multiple organisations within one new 
national agency, they would reduce overlapping responsibilities, reduce inefficiencies, and exploit 
synergies across services.  By bringing together the knowledge and intelligence into one 
organisation, it was hoped that PHE would provide LAs, the DH and the NHS with clear advice and 
evidence on what works best in protecting and improving public health.  
 
At local level, by putting LAs in charge of driving health improvement, the government established 
LAs as lead organisations in improving health and coordinating local efforts to protect and improve 
ƚŚĞ ƉƵďůŝĐ ?Ɛ ŚĞĂůƚŚ ? The government hoped that strong local political leadership and better 
integration between health, social care and public health, would lead to a community-wide 
approach to protecting and promoting health and wellbeing.  This was expected to realise greater 
opportunities and efforts to tackle the wider determinants of health at local level, as well as tackling 
the individual and behavioural determinants. LAs were expected to take a broad view of what 
ƐĞƌǀŝĐĞƐǁŝůůŝŵƉĂĐƚŽŶƚŚĞƉƵďůŝĐ ?ƐŚĞĂůƚŚ ?ĂŶĚƚŽĐŽŵďŝŶĞƚƌĂĚŝƚŝŽŶĂů ‘ƉƵďůŝĐŚĞĂůƚŚ ?ĂĐƚŝǀŝƚŝĞƐǁŝƚŚ
other activity locally to maximise benefits (DH 2012b).  The HSCA12 also gave LAs a statutory duty to 
create a Health and Wellbeing Board (HWB).  HWBs were intended as a forum where key leaders 
from the health and care system work together  “ ? ƚŽ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞŝƌ ůŽĐĂů ĐŽŵŵƵŶŝƚǇ ?Ɛ ŶĞĞĚƐ ?
agree priorities and encourage commissioners to work in a more joined up way. As a result, patients 
and the public should experience more joined-up services from the NHS and local councils in the 
future ? ?,2012c). 
 
In moving Primary Care Trust (PCT) public health resources and functions from the NHS to local 
government, the government was aiming to achieve strengthened relationships between public 
health professionals and LA personnel in all departments so that public health could ďĞ ‘ĞŵďĞĚĚĞĚ ?
within all LA work to more fully address the wider determinants of health at a local level.  The 
Director of Public Health (DPH) is the lead officer in a LA for health, and is expected to champion 
ŚĞĂůƚŚĂĐƌŽƐƐƚŚĞǁŚŽůĞŽĨƚŚĞĂƵƚŚŽƌŝƚǇ ?ƐďƵƐŝŶĞƐƐ ?ůĞĐƚĞĚŵĞŵbers and other senior officers are 
expected to consult the DPH on a range of issues, from emergency preparedness to concerns around 
access to local health services. 
 
The government created a temporary ring-fenced public health budget which was to be given by 
PHE to LAs1.  Because the grant is no longer part of a single funding allocation to provide health and 
public health services, it is now possible to routinely collect full data on public health spending.  This 
                                                          
1 The public health grant was initially ring-fenced for 2 years, which was extended for an additional year to 





was intended to aid comparison between areas.  By setting out six functions that LAs must have in 
place, the DH hoped for greater uniformity of services. These mandated functions are: 
 
x appropriate access to sexual health services 
x steps to be taken to protect the health of the population, in particular, giving the local 
authority a duty to ensure there are plans in place to protect the health of the population 
x ensuring NHS commissioners receive the public health advice they need 
x the National Child Measurement Programme 
x NHS Health Check assessment. 
x Child health programme 5-19 
 
However, LAs have discretion over how best to spend the grant to achieve better local public health 
outcomes.  Since LAs are responsible to their electorates for those decisions, the government 
envisaged that local democratic accountability would be strengthened. 
 
Finally, the creation of a public health outcomes framework was intended to help shift the focus 
from processes to outcomes.  The framework concentrates on two high-level outcomes to be 
achieved across public health system, and groups further indiĐĂƚŽƌƐŝŶƚŽĨŽƵƌ ‘ĚŽŵĂŝŶƐ ?covering the 
whole range of public health. The outcomes look at how well people live throughout their life stages. 
The baseline period is 2010 or equivalent, unless these data are unavailable or not deemed to be of 
sufficient quality. Data are published as part of a quarterly update cycle in August, November, 
February and May2.  
 
It was also intended that local public health systems would be assessed using the indicators in the 
framework. This would enable transparency and an element of comparability between different 
local areas, for accountability by the centre, but also for sector-led improvement-style 
accountability.  However, it was not envisaged that the outcomes framework would be a 
performance management framework by which central government holds the different elements of 
the public health system to account, but rather a framework to set the strategic direction and 
context for the effective delivery of public health services by PHE, LAs and the NHS providing 
benchmarking and monitoring data. 
 
1.4 Perceived system opportunities and challenges 
At the beginning of the research we conducted a number of scoping interviews with key national 
stakeholders, reviewed the key policy documents and undertook an analysis of the evidence 
submitted to the Communities and Local Government Select Committee Inquiry into the shift of 
public health into LAs (Gadsby et al 2014, Riches et al 2015). This produced a series of perceived 
opportunities and challenges, organised according to different aspects of the public health system 
 ?ŝŶĨŽƌŵĞĚďǇǀĂŶKůŵĞŶĞƚĂů ?Ɛ ? ? ? ?ŵŽĚĞů ? ?summarised in Table 2. These provided a context for 
our research and we have covered a number of these areas in the findings presented in this report.  
                                                          







Table 2: The public health system  ? perceived opportunities and challenges 
 Key opportunities Key concerns 
Leadership and 
governance 
Transfer of responsibility for many public 
health functions to local government  W 
potentially stronger leaders of local public 
health system.  
 
New and centralised agency  W PHE  W at 
 ‘ĂƌŵƐ-ůĞŶŐƚŚ ?ĨƌŽŵgovernment. 
Some LAs may be slow to realise the full extent of their public health responsibilities 
across all 3 domains of public health  W particularly in areas where they are less 
familiar, such as health protection and sexual health services. 
With public health moving arms-length to the NHS, their advice and influence may 
wane. 
Narrow incentive system based on central measures of performance may fail to take 
into account that there are multiple influences on the health choices individuals 
make. 
Lack of clear lines of accountability and communication for protecting and 
improving the health of the local population. 
Loss of independence for the public health workforce to challenge powerful 
interests whose actions risk the health of the population. 
Confused and complex lines of accountability and responsibility between the various 
bodies involved in the commissioning process. 
Some DPH posts (particularly in London) remain unfilled, or filled with temporary 
appointments. This may affect both continuity and strategic influence. 
Structural capacity 
Information: Possible new opportunities for 
shared intelligence within local government  
Organisational resources (including 
networks, partnerships, collaboration):  
Restructuring might provide opportunities 
for creativity in combining public health and 
council functions. 
Within local government, public health 
networks might offer new opportunities for 
collaboration, including shared services, 
Information: The work of existing public health networks may be lost. Public health 
intelligence may be fragmented. 
Organisational resources (including networks, partnerships, collaboration): LAs will 
provide a very different culture from PCTs  W both councils and PH will need to adapt 
to each other. Different areas have different starting points in terms of the extent of 
joint work between public health and LAs  W this will influence how far and fast 
changes are made. 
There may be areas of potential duplication, e.g., with the Local Area Teams (LATs) 
and with Commissioning Support Units (CSUs). 





intelligence and analysis and cross-authority 
public health commissioning. 
Human Resources:  Potential for greater 
health improvement through embedding 
public health expertise in LAs  W possibly 
improving potential to influence distal social 
environments. 
 
Fiscal Resources: Ring-fenced budget for 
public health offers some financial security. 
populations than those of CCGs (limiting their potential health services public health 
input). 
Public health departments within LAs are unlikely to be able to establish effective or 
efficient working arrangements with market-based CSUs (who will also be providing 
input into health services planning). 
Concerns about loss of regional structure, and how PHE will cope (incorporating the 
functions of about 70 former bodies). 
Reforms may not encourage the right behaviours between the NHS and local 
government. E.g., driven by budget pressure, both might withdraw from key 
prevention services, claiming the other is funded for the work. 
Human Resources:  Lack of clarity as to how professional standards will be 
maintained for staff who will undertake the public health functions that are moving 
out of the NHS system.  
Fragmentation of the public health workforce, limiting opportunities to share scarce 
skills, maintain and develop capacity and assure competence.  
Loss of public health staff during the transition period.  
LAs may not be adequately resourced or appropriately staffed to carry out their new 
duties.  
Fiscal Resources: Concern that budget allocations to LAs will be insufficient to meet 
responsibilities and aspirations.  With overall resources for local government being 
ƐƋƵĞĞǌĞĚ ?ƚŚĞ ‘ƌŝŶŐ-ĨĞŶĐĞĚ ?public health budget may be pulled more broadly and 
redistributed for activities other than originally intended. 
There is no long term guarantee that budgets from the NHS will flow to local 
government in adequate volume to cover Local Government ?ƐŶĞǁpublic health 
functions and services. 
About 1/3 of the allocated public health budget is connected to mandated services. 
The remaining 2/3 will be prioritised according to local need. (Obesity services are 





Outcomes and Goals 
Stand-alone public health outcomes 
framework. 
The changes could increase rather than reduce health inequalities (fragmentation of 
services, greater local diversity, more locally managed commissioning). 
The changes could also increase inefficiencies. 
Competition could lead to compromises in quality and integration. 
Question mark over precise status of the national outcomes frameworks given the 
gŽǀĞƌŶŵĞŶƚ ?Ɛ commitment to localism. 
Values and principles 
Increased focus on life-course approach:  Concerns were raised about there being no guarantee that the services being 
transferred to local government will continue to be a universal NHS entitlement, 
free at ƚŚĞƉŽŝŶƚŽĨƵƐĞ ?ĂůƚŚŽƵŐŚƚŚĞ ‘ƐƚƌĞŶŐƚŚĞŶŝŶŐ ?ŽĨƚŚĞE,^ĐŽŶƐƚŝƚƵƚŝŽŶŐŝǀĞƐ
some assurance for now). 
Population 
Opportunities for greater engagement with 
communities, people who use services and 
carers through the move of public health to 
LAs and the development of local 
healthwatch. 
Persistent (and widening) health inequalities and worsening of indicators around 
non-communicable diseases ĂŶĚ ‘ůŝĨĞƐƚǇůĞ ?ŝƐƐƵĞƐ ? 
Context  
 Threat to integrated patient care from unnecessary competition. 
Wider context of austerity measures - other government reforms, particularly to 
welfare programmes, may adversely affect health and wellbeing, adversely affect 
particular vulnerable groups, and further increase inequalities. 
Public Health 
Practice 
Greater potential to address wider social 
determinants of health through the full 
range of local government functions and 
partnerships. 
Potential closer working and integration of 
ŚĞĂůƚŚĂŶĚƐŽĐŝĂůĐĂƌĞ ?ƐŽƚŚĂƚƉĞŽƉůĞ ?Ɛ
needs are recognised and responded to in a 
holistic way. 
Public health  ‘ƌĞƐƉŽŶƐŝďŝůŝƚǇĚĞĂů ?ĨŽƌ
With public health moving arms-length to the NHS, providers may become less 
embedded within the local public health systems. 
Some wellbeing services could end up being disconnected from each other and from 
wider support.  E.g., smoking cessation services may have no clear protocol to refer 
to enablement support such as assistive technology or to support for carers. 
dŚĞƐƉůŝƚƌĞƐƉŽŶƐŝďŝůŝƚǇĨŽƌĐŚŝůĚƌĞŶĂŶĚǇŽƵŶŐƉĞŽƉůĞ ?Ɛpublic health between NHSE 
and local government could lead to fragmentation of planning and provision. 






businesses to be more involved in tackling 
the health-related impacts of food, alcohol, 
physical activity and the workplace. 
extremely confusing.  
There is a real risk of duplication and confusion if, for example, PHE is accountable 
for health protection in some circumstances and LAs in others.  
Failure to recognise the health service domain of public health and create explicit 
mechanisms for public health input and advice to the commissioning and provision 
of healthcare services. 
Considerable discretion is being afforded to individual LAs to interpret the full and 
detailed scope of their new functions and services. 
  
 
1.5 The structure of the report 
This final report summarises the findings of the case study research and supplementary regional and 
national level interviews which took place from March 2014 until September 2015, second national 
surveys of both Directors of Public Health (DsPH) and councillor leads for public health undertaken in 
September 2015.  In examining the findings of the second national surveys, analytic comparisons are 
drawn with the first surveys conducted a year earlier.  Accompanying this report is a separate more 
detailed report focused on the second surveys (Jenkins et al 2016).  
 
In section two we describe the methods used in the research, and give an overview of our case study 
sites.  All efforts have been made throughout the report to preserve the anonymity of the sites and 
individual interviewees, so descriptive detail is limited.  In section three, we briefly set the scene by 
discussing how different elements of the public health systems have developed since April 2013.  
This section provides a backdrop for a more detailed discussion of relationships within councils in 
section four, and between different organisations across the systems in section five.  Section 6 looks 
at health improvement activities specifically for obesity prevention and weight management, and 








2.1 Overall research design 
The study took an exploratory approach and incorporated multiple methods, including key 
informant interviews, document analysis, local case-studies and national surveys.  We conducted an 
initial scoping review in the first nine months (from April 2013) which we used to frame the focus of 
our data collection in subsequent case study research. During this stage, we conducted 22 semi-
structured interviews at national, regional and local level (see Gadsby et al 2014 for further details), 
ĂŶĚĂŶĂůǇƐĞĚƉŽůŝĐǇĚŽĐƵŵĞŶƚƐĂŶĚƐƚĂŬĞŚŽůĚĞƌŽƌŐĂŶŝƐĂƚŝŽŶƐ ?ǁƌŝƚƚĞŶƌĞƐƉŽŶƐĞƐƚŽĐŽŶƐƵůƚĂƚŝŽŶƐŽŶ
the reforms.  We also conducted a detailed analysis of the Select Committee report into the role of 
LAs in health issues (see Riches et al 2015).  This scoping review identified a number of key areas 
that provided a framework for the subsequent phases of this research.  These related to the 
governance and accountability mechanisms for public health, local decision making processes, 
different ways of working and the need to develop new relationships to work in a more fragmented 
public health system (Gadsby et al 2014).  
 
Ethical approval was obtained from the University of Kent Research Ethics Committee (SRCEA No. 
112), and research governance approval was obtained for each case study site in respect of NHS 
interviewees  from the Health Research Authority (15 July 2015/182754).  
 
2.2 Qualitative case studies 
In order to explore the research questions in detail we identified a range of key criteria for selecting 
case study sites (whether upper or lower tier, unitary or county and district, size, etc.), that would 
enable us to investigate relational aspects within LAs and between LAs and other public health 
agencies and stakeholders (e.g.  CCGs, PHE, NHSE).  Recruitment of case studies commenced in 
December 2013 with the aim of obtaining a mix of up to eight authorities with geographical spread, 
varied socio-demographic and socio-economic contexts and different political control.  We collated 
key organisational and demographic data for all 152 upper-tier and unitary authorities in England 
and from that database we purposively selected 11 councils (See Peckham et al 2015 for details of 
case study selection criteria) and wrote to the relevant chief executives/leaders and DsPH. Five of 
our targeted authorities declined to participate, and one did not respond.   
 
Research in those case study sites that agreed to participate commenced as soon as research ethics 
and governance approval was granted.  It became clear in the authorities where we were already 
working, that the public health organisational landscape was evolving quickly.  We quickly identified 
a range of complex joint arrangements for public health.  In county case studies, the important role 
of district councils was immediately obvious.  We felt it was imperative that the research captured 
this aspect of the new system and explored the district/county council relationships.  In other case 
study sites, there were a range of organisational arrangements between authorities including joint 
appointment of DPHs, shared public health teams, formal inter-authority collaborations and agency 
arrangements where one LA acted on behalf of another. These are not all discrete developments 





authority relationships, each case study had a range of differing relationships with CCGs, service 
providers and regional and national public health and NHS agencies.   
 
This complexity was important in terms of exploring relational and organisational issues and how LAs 
developed their commissioning and delivery systems for public health. As a result, it was decided to 
halt recruitment of further case studies.  We decided to focus our research on five case studies and 
develop a more in-depth exploration of these areas to include relevant adjacent authorities and the 
broader context within which public health was developing in these areas. This resulted in the 
inclusion of a sample of district councils within county council areas, adjacent unitary/county 
authorities where there were county links, extended data collection to the supra-network and the 
inclusion of adjacent authorities sharing a DPH.  Within our five case study areas, we included nine 
upper-tier or unitary authorities, and a sample of four lower-tier councils.  In each case study area, 
the focus has remained on the initial council, but with additional interviews in the other authorities 
to explore the organisational relationships and collaborative approaches being developed.  This 
approach enabled a much richer analysis of current developments related to organisation of public 
health and a clearer picture of the emerging public health system structures to be identified. The 
overview of case study sites is shown in Table 3.   
 
Table 3: Overview of case study sites 
 
Site Final case studies 
A County council including sample of 2 different sized district councils and adjacent unitary 
authority 
B Cluster of three urban unitary authorities with shared DPH 
C Urban metropolitan unitary authority  
D County Council including sample of 2 different sized district councils and  unitary councils 
E Urban metropolitan unitary authority working with network of other urban unitary 
authorities 
 
We began the case study phase of the research in March 2014. This first phase of case study work 
focused on exploring: 
 
- how public health activities are organised/arranged in the LAs;  
- where, how and by whom formal decisions are made about public health needs, priorities 
and strategies;  
- what influence PHE has on local public health decision making;  
- the nature of relationships between LAs and CCGs, and between LAs and other external 
organisations;  
- the extent to which there is a shift in approach or a move towards new ways of working 






In December 2014, we paused our data collection in order to consolidate our primary analyses and 
write an interim report (see Peckham et al 2015).   In March 2015, we embarked on the second 
phase of work, which continued until September 2015.  This second phase took us beyond our 
examination of the wider structures and organisation of public health at a local level, to examine in 
further detail how public health teams were working with other directorates such as education and 
planning, using obesity as a tracer topic.  We were interested in examining the response of the local 
ƉƵďůŝĐ ŚĞĂůƚŚ ƐǇƐƚĞŵƐ ƚŽ ŽďĞƐŝƚǇ ĂƐ ĂŶ ĞǆĂŵƉůĞ ŽĨ Ă  ‘ǁŝĐŬĞĚ ƉƌŽďůĞŵ ?  ?ZŝƚƚĞů ĂŶĚ tĞďďĞƌ  ? ? ? ? ?
Hunter 2013).  We focused on exploring: 
 
- How organisations approach the establishment and/or commissioning of healthy weight 
interventions (who is involved? Who is leading? Who is accountable to whom? Who 
provides what resources?); 
- What key commissioning decisions have been / are being made in relation to obesity (what 
has been prioritized (and not prioritized) since the reforms? Why?)   
- What difficulties / opportunities actors have faced in the new system in progressing obesity 
prevention/weight management? 
 
2.2.1 Case study descriptions 
Site A: 
This site encompassed a large two-tier council, with multiple districts and CCGs. The upper-tier 
council was Conservative-run, covering a heterogeneous population that as a whole was within the 
least deprived third of authorities (in England), but which contained pockets of severe deprivation.  
The county council was run by a leader and a cabinet, who together comprised ƚŚĞ ‘eǆĞĐƵƚŝǀĞ ? ?ĂŶĚ
who appointed a corporate management team representing the main directorates.  The HWB was 
chaired by a cabinet member and included elected ŵĞŵďĞƌƐĨƌŽŵƚŚƌĞĞŽĨƚŚĞĐŽƵŶƚǇ ?ƐĚŝƐƚƌŝĐƚƐ ?
 
The public health team transitioned into the Council in 2011, although the DPH had been a joint 
appointment for several years before that. The team were located in one place in the council, as a 
separate department. However, in subsequent re-organisations, that department was situated 
within a new directorate covering social care, health and wellbeing.  The public health team 
comprised over 50 full-time equivalent staff.  They were organised by function, but had a nominated 
consultant lead for each CCG - each CCG area also had a local HWB, a specialist lead for each district 
council, and leads for each county council directorate. Due to the importance of local links and 
geography, data collection in this site was expanded to encompass a neighbouring (also 
Conservative) unitary authority, with which there was a strong history of joint working, and a sample 
of two district councils. 
 
Site B: 
This site was focused on an urban borough council with a Conservative majority. The borough has a 
relatively young, relatively healthy population (compared with England as a whole), but areas of 
great affluence sit alongside pockets of deprivation.  Due to financial pressures, the council 
combined specific areas of service delivery with neighbouring councils. Public health was one of 





council was run by a cabinet, supported by a chief executive and other strategic directors who 
together formed the Strategic Executive Board.  The public health team was located in one place, 
and were structured according to function. They had one strategic DPH and three Deputy DsPH. The 
ƚĞĂŵǁĞƌĞŝŶŝƚŝĂůůǇƉůĂĐĞĚǁŝƚŚŝŶƚŚĞŚŝĞĨǆĞĐƵƚŝǀĞ ?s division, but were moved into the Adult Social 
Care Services directorate.  There was a separate HWB in each of the boroughs. Due to the nature of 
the sharing arrangement, whilst our focus was on the one borough chosen, we expanded our data 
collection, to some extent, to include the other boroughs. 
 
Site C: 
This site had a large urban population ranked very highly in terms of overall deprivation. It was 
particularly disadvantaged in relation to employment, income, education, skills and training. Men 
and women living in site C have had a shorter life and healthy life expectancy than the national 
average. The unitary council was Labour-led and had two parliamentary constituencies. The DPH 
reported to the chief executive in the council and the public health team (comprising 20 staff) were 
in a community orientated directorate, encompassing adult social care, education, children and 
families, among other responsibilities.  Prior to the reforms, there was a good history of joint 
working between the PCT and the council, with a jointly-appointed DPH.  The one CCG that was 
initially linked to the council merged with a neighbouring, larger CCG during the course of the 
research. There was one HWB, chaired by a councillor. 
 
Site D: 
Site D incorporated a two-tier county council, with a number of district councils in the lower tier, and 
two neighbouring unitary councils. Income levels were generally above the national average, but 
there were pockets of deprivation within the county. The county council was Conservative-led, with 
five departments overseen by a chief executive.  The DPH oversaw their own directorate, and was 
managed directly by the chief operating officer. The public health team (totalling more than 35 
members of staff) grew in size number following the inclusion of some provider functions from other 
parts of the council. 
 
The county council worked closely with the neighbouring city council, and with a small neighbouring 
unitary authority, where the county public health department acted as an agent for the council.  
These three LAs had a joint health overview and scrutiny committee to scrutinise the work of the 
health services that work across the three authorities.  The ŽƵŶƚǇŽƵŶĐŝů ?ƐHWB was chaired by the 
lead member for health; two district councillors sat on the HWB to represent all district council 
interests.  Each of the districts had their own non-statutory HWB partnership groups.  The County 
HWB often dealt with issues across the wider healthy economy that encompassed the three LAs. 
Across this wider health economy, there were three CCGs, two of which covered the county area.   
 
Site E: 
This site was a unitary authority in a large city with high levels of deprivation which were almost 
universally above the national average for all areas of the city. The authority was Labour-led with no 
major opposition. The council operated a committee structure, with the Executive as the principal 





The council was organised with six directorates overseen by a chief executive.  Public health was not 
established as a standalone directorate and following a restructuring process by the authority, it 
became part of the directorate responsible for children and families. The public health team also 
underwent a period of restructuring resulting in a core of public health team practitioners reporting 
to and supporting the DPH each being responsible for a particular function.  Public health staff 
numbers have reduced and the team eventually consisted of around 30-40 members.  There were 
multiple CCGs. There was a successful collaborative network that worked across the LAs in the wider 
area, on behalf of the DsPH.  
 
2.2.2 Data collection within case study sites 
In our case study sites, we have conducted 103 interviews with a purposively selected sample of 
personnel from within the public health teams, from within the councils (both officers and elected 
members), from HWBs, and from other commissioning and providing organisations (see Table 4).   
 
Table 4: Interviews conducted (not including scoping stage) 
 Site A Site B Site C Site D Site E Totals Plus non-site 
specific 
Total interviews 23 13 23 22 22 103 5 
Total 
interviewees 
22 11 24 22 22 101 5 
Council public 
health staff 
8 8 9 5 6 36 - 
Council elected 
members 
7 1 4 3 3 18 - 
Council non-PH 
staff 




4 1 2 3 3 13 - 
CCG staff 0 0 2 1 3 6 - 
Other (regional) 0 0 1 1 1 3 - 
 
Directors of Public Health and the councillor with the health/public health portfolio were 
interviewed in all sites.  We examined committee meeting documents and organisation websites and 
used snowballing techniques to identify participants, whereby we asked existing participants to 
facilitate access (by way of introduction) to others, where appropriate.  We attended relevant public 





contact by email, and if no response was obtained, we re-issued our request up to three more times.  
In some cases, despite working hard to gain access to a representative from a particular organisation 
or council department, we were unable to secure an interview (for instance, in case study site A, 
where we were unable to secure an interview with anyone from a council planning department or 
CCG). 
 
Interviews were semi-structured and varied in length from half an hour to over two hours, with most 
lasting approximately one hour.  Interview guides werĞĐŽŶƐƚƌƵĐƚĞĚĨŽƌŬĞǇ ‘ŐƌŽƵƉƐ ?ŽĨƉĞŽƉůĞ ?Ğ ?Ő ?
DsPH and public health consultants, elected members, programme managers/practitioners, those in 
other council departments, and those in other organisations).  Interviews followed a period of desk-
based research for each case study area, where organisation websites, meeting minutes and key 
ĚŽĐƵŵĞŶƚƐ ǁĞƌĞ ƌĞǀŝĞǁĞĚ ĂŶĚ ĂŶĂůǇƐĞĚ ƚŽ ĐƌĞĂƚĞ Ă  ‘ƐƚŽƌǇ ? ĨŽƌ ĞĂĐŚ ĐĂƐĞ ƐƚƵĚǇ ƐŝƚĞ ƚŚĂƚ ǁĂƐ
ĐŽŶƚŝŶƵĂůůǇ  ‘ĨĂĐƚ-ĐŚĞĐŬĞĚ ? ? ƌĞǀŝĞǁĞĚ ĂŶĚ ƵƉĚĂƚĞĚ ĚƵƌŝŶŐ ƚŚĞ ĐŽƵƌƐĞ ŽĨ ƚŚĞƌĞƐĞĂƌĐŚ ?In each 
ŝŶƚĞƌǀŝĞǁ ? ǁĞ ĞǆƉůŽƌĞĚ ƚŚĞ ƉĂƌƚŝĐŝƉĂŶƚ ?Ɛ ďĂĐŬŐƌŽƵŶĚ ĂŶĚ ŚŝƐƚŽƌǇ ŝŶ ƌĞůĂƚŝŽŶ ƚŽ ƚŚĞŝƌ ƌŽůĞ ĂŶĚ ƚŚĞ
organisation.  The first wave of interviews tended to focus on the processes of transition and on 
developing a picture of the roles, responsibilities, structures, mechanisms and relationships within 
and between elements of the new system.  The second wave of interviews tended to focus on 
further examining those roles, responsibilities, structures, mechanisms and relationships, but in 
relation to how obesity was approached in each case study area.  When examining how obesity was 
approached, we focused on three broad areas of work, identified to enable us to examine key 
relationships: 1) the obesity pathway, which examines in particular the interface between the NHS 
and LAs; 2) obesity prevention in schools, which includes relationships both between LA 
departments (public health and education) and between LAs and other organisations; and 3) more 
 ‘ƐǇƐƚĞŵ ůĞǀĞů ? ŝŶƚĞƌǀĞŶƚŝŽŶƐ ĨŽƌ ƚŚĞƉƌŽŵŽƚŝŽŶŽĨŚĞĂůƚŚǇĞĂƚŝng and physical activity, e.g. through 
spatial and transport planning or fast food and planning.  
 
Supplementary documents were sought and access to meetings was negotiated with participants 
where relevant and possible.  We observed 15 meetings across the five case study sites and collated 
a wealth of supplementary documentary data which contributed to our knowledge and 
understanding of the sites.   
 
2.3 Additional qualitative data 
In addition to the case study work, we also conducted interviews with five key informants at regional 
and national level, particularly to explore relationships between LAs and PHE local centres, PHE and 
NHSE, and internal relationships within PHE between the national and local teams.  These 
interviewees were purposively selected for their experience (for instance within multiple 
organisations, which afforded them rather unique perspectives), expertise (for instance with system 
 ‘ĚĞƐŝŐŶ ? ? ĂŶĚ ůŽĐĂƚŝŽŶ ǁŝƚŚŝŶ ƚŚĞ ƐǇƐƚĞŵ  ?ƚŽ ŝŶĐůƵĚĞ ďŽƚŚ national and regional representatives).  
Interviews were recorded and transcribed, and transcripts were read and re-read. The data was used 








2.4 Web based surveys 
Surveys, in the form of web-based questionnaires (using the Survey Monkey platform), were sent 
out in 2014 and 2015 to all of the 152 upper tier and unitary authorities in England.  They were 
designed to make comparisons between the perspectives of professional and elected leaders of 
public health and to see how these changed over time.  The surveys were sent to all DsPH (and, 
where groups of LAs shared a DPH, to the senior public health consultant in each council) and to 
councillors who had a public health brief (normally the cabinet member or executive lead).  We 
constructed the questionnaire ourselves, with expert advice and guidance provided by our 
stakeholder group and by a LA public health consultant, and piloted them with our case study sites.   
 
The DPH questionnaire included sections on: sharing arrangements for the public health function 
between authorities; experience and length of time in post of the respondent; the public health 
team  W ŝƚƐ ƐŝǌĞ ? ĐŽŵƉŽƐŝƚŝŽŶ ? ĂƌƌĂŶŐĞŵĞŶƚ ĂŶĚ ƐƚƌĂƚĞŐŝĐ ĂůůŝĂŶĐĞƐ ?ƚŚĞ W, ?Ɛ ƉŽƐŝƚŝŽŶ ǁŝƚŚŝŶ ƚŚĞ
council  W including line management, membership of senior corporate management team and 
access to elected members; the functions and responsibilities of the public health team within the 
council, and the extent to which the staff have become integrated into the council; roles and 
relationships within the council; the public health budget; relationships with other organisations; 
health and wellbeing boards; relationships with CCGs; changes in commissioning since April 2013  W 
including specifically changes in obesity and weight management services.   
 
In 2014, the DPH questionnaire contained 44 questions, with several opportunities to include 
additional comments throughout, plus an additional two opportunities to add any further comments 
and to supply name and contact details for further information. The elected member survey was 
shorter, with 26 questions in 2014 with the opportunity for further comments. Elected members 
were asked about their experience/length of time in both the council and that role; their views 
about how well public health staff have become integrated into the council; roles and relationships 
within the council; the public health budget; relationships with other organisations; health and 
wellbeing boards; approaches to health improvement and main areas of activity on preventing 
obesity and improvement weight management.  Many of the questions in the elected member 
survey were the same as those posed to DsPH. 
 
We achieved a good response for the first DPH survey with 96 usable replies (63% response rate).  
For the councillor survey, we received 54 usable replies (36% response rate).  Given the descriptive 
ŶĂƚƵƌĞŽĨƚŚĞƌĞƐĞĂƌĐŚ ?ƚŚĞƚŚƌĞƐŚŽůĚĨŽƌĂ ‘ƵƐĂďůĞ ?ƌĞƐƉŽŶƐĞǁĂƐƐĞƚůŽǁ ?ĂŶĚĂůůƌĞƉůŝĞƐǁĞƌĞŬĞƉƚŝĨ
they supplied information we did not already know. Overall we received at least one response from 
115 LAs (76%), and had both DPH and elected member perspectives in 34 (22%) authorities.  There 
was a reasonably representative spread of DsPH responses across England in terms of region, type of 
authority, party in power, population size and public health budget per head.  The same was true for 
elected members, apart from there being more replies than expected from London boroughs and 
less from non-metropolitan unitary authorities. Fuller details of the 2014 survey and descriptive 







The surveys were repeated in 2015, adding questions about further re-structuring and responses to 
budget cuts, and omitting questions that did not seem appropriate a second time.  The 2015 surveys 
were slightly shorter, but covered the same topics.  In 2015, there were 74 usable replies from 
DsPH (49% response rate) and 48 (32% response rate) from elected members with a health 
portfolio.   96 of the 152 upper tier and unitary LAs (63%) were represented in the replies, and for 26 
of these (17%) both the DPH and elected member replied.  Year on year comparisons of DPH 
responses were possible for the 59 LAs that replied in both years and for 23 LAs where the elected 
member replied in both years.  The overall response was better in the DPH survey (with replies in 
both years from 39% of LAs, replies in one year from 34% of LAs and no response at all from 27%), 
making the DPH results and year on year comparisons more reliable than the elected member 
survey, where response rates were lower and a smaller proportion of authorities replied in both 
years.  The responses overall were reasonably representative of England in terms of the spread 
across regions, different types of authority, the political party in power, population size, levels of 
material deprivation and the per capita public health budget, apart from some under- and over-
representations of elected members by region.  The subset of 59 authorities where we had a DPH 
reply in both years was a close representation of the English authorities sampled.  The 2015 survey 
results and comparisons with 2014 findings appear in a separate report (Jenkins et al 2016). 
 
2.5 Data analysis 
All interviews were recorded and transcribed. For the first phase of case study interviews, data was 
coded and analysed (using NVIVO 10) for key themes. The focus and themes for analysis were drawn 
from the case study data as well as from the work conducted during the scoping stage.  For the 
second phase of case study interviews, we used the same broad analytic framework.  The research 
team wrote, compared and discussed synopses of the interview transcripts, and worked together to 
summarise and synthesise the data, analysing it on a case - and theme-based approach. We used 
multi-investigator, multi-site and multi-method triangulation in an ongoing and iterative process of 
bringing together and interrogating the data.  The research team met (either face to face or via 
Skype) frequently and regularly throughout the data analysis periods.  
 
SurvĞǇ ƌĞƐƉŽŶƐĞƐ ǁĞƌĞ ŵĂŝŶůǇ ŝŶ ƚŚĞ ĨŽƌŵ ŽĨ ĐĂƚĞŐŽƌŝĐĂů ĚĂƚĂ  ? ‘ƚŝĐŬĞĚ ďŽǆ ? ƌĞƉůŝĞƐ ? ĂŶĚ ĨƌĞĞ ƚĞǆƚ
comments, processed using a statistical package (SPSS).  The surveys were designed to describe the 
national situation, so results are presented in frequency distributions and tables, and summaries of 
the free-text comments.  Cross-tabulations were used to look for associations between replies in 
2014 and 2015 and between variables in the main areas of interest, such as the nature of the LA, 
how the public health team was arranged and managed, relationships, influence and changes in 
commission for health improvement.  Statistical tests (chi-square) were used where there are 
sufficiently large numbers for these to be valid.  With the number of responses achieved in these 
surveys, differences in proportions of at least 10-15 percentage points are needed to be regarded as 
statistically significant. 
 
For this report we are focusing mainly on data from our case study sites, however, data from the 






3 Developing the new systems 
 
This section provides an overview of how the different elements of the public health systems have 
developed since April 2013.  The findings presented in this section are drawn from our scoping 
interviews with key stakeholders and our case study data. Given the timing of our research, our data 
tells the story  W from then until autumn 2015 - of how the different elements of the public health 
ƐǇƐƚĞŵ  ‘ƐĞƚƚůĞĚ ŝŶ ?  ?ŝŶ ƚĞƌŵƐ ŽĨĞƐƚĂďůŝƐŚŝŶŐ ƌŽůĞƐ ? ƉŽƐŝƚŝŽŶƐ ĂŶĚ ƌĞůĂƚŝŽŶƐŚŝƉƐ ? ĂŶĚ  ‘ƐŽƌƚĞĚ ŽƵƚ ?  ?ŝŶ
terms of contracts, budgets and responsibilities).  This section provides a backdrop for a more 
detailed discussion of relationships within councils (section 4) and between different organisations 
across the local public health systems (section 5).   
 
3.1 Developing the organisational architecture 
The changes to the organisational architecture brought about by the reforms are comprehensive and 
radical.  In summary the reforms have seen (DH 2011b): 
 
x LAs ƚĂŬŝŶŐƚŚĞůĞĂĚĨŽƌŝŵƉƌŽǀŝŶŐŚĞĂůƚŚĂŶĚĐŽŽƌĚŝŶĂƚŝŶŐůŽĐĂůĞĨĨŽƌƚƐƚŽƉƌŽƚĞĐƚƚŚĞƉƵďůŝĐ ?Ɛ
health and wellbeing, and ensuring health services effectively promote population health.  
x A new executive agency, PHE to: 
o deliver services (health protection, public health information and intelligence, and 
services for the public through social marketing and behavioural insight activities)  
o lead for public health (by encouraging transparency and accountability, building the 
evidence base, building relationships promoting public health)  
o support the development of the specialist and wider public health workforce 
(appointing Directors of Public Health (DsPH) within LAs, supporting excellence in 
public health practice and bringing together the wider range of public health 
professionals) 
x The NHS continuing to play a full role in providing care, tackling inequalities and ensuring 
every clinical contact counts.  
x The GŽǀĞƌŶŵĞŶƚ ?Ɛ ŚŝĞĨ DĞĚŝĐĂů KĨĨŝĐĞƌ ĐŽŶƚŝŶƵŝŶŐ ƚŽ ƉƌŽǀŝĚĞ ŝŶĚĞƉĞŶĚĞŶt advice to the 
^ĞĐƌĞƚĂƌǇŽĨ^ƚĂƚĞĨŽƌ,ĞĂůƚŚĂŶĚƚŚĞ'ŽǀĞƌŶŵĞŶƚŽŶƚŚĞƉŽƉƵůĂƚŝŽŶ ?ƐŚĞĂůƚŚ.  
x Within Government, the DH setting the legal and policy framework, securing resources and 
making sure public health is central to the GŽǀĞƌŶŵĞŶƚ ?ƐƉƌŝŽƌŝƚŝĞƐ ? 
 
The ease with which public health staff and resources were transferred into LAs was very varied.  
Importantly, the transfer often involved more than just transferring a team of staff from one 
organisation to another.  Frequently, there were other reorganisations  W either mergers, the splitting 
up of jurisdictions, or cuts in staff numbers  W happening simultaneously.  For instance, in one of our 
sites, where there were two former PCTs, the public health responsibilities (and staff and resources) 
were merged into one council department.  Meanwhile, the clinical commissioning responsibilities 
(and staff and resources) were split between more than five new CCGs.  Knock-on changes also 
occurred in the creation of one large community NHS trust, which merged the provider elements of 





merged into one public health team, based in one council, but providing services across three 
councils.  As this change happened, the teams went through various reorganisations, shedding staff 
at each point.  In another of our sites the majority of the PCT based public health team were 
retained in the transition, but many had changed job titles and roles. This study site had one PCT, 
which was part of a larger cluster of three PCTs. Staff from the PCT cluster then transferred to a 
single CCG when first authorised (2013) but has subsequently  merged with a neighbouring  CCG. 
The public health team in another site moved into the council a year before the official transition 
and there was a restructuring of public health, with the > ?ƐĞǆŝƐƚŝŶŐsubstance misuse and teenage 
pregnancy teams joining the public health directorate.  
Examples of smooth transition occurred where some existing organisational arrangements had been 
established. In one site there had been a health unit providing a bridge between public health, the 
LA and the PCT. The majority of public health staff transferred from the PCT into the LA but 
subsequently the size of the team was reduced. 
 
Issues of staff anxiety, with some PCT public health staff choosing to leave rather than become 
council staff, were commonplace.  There was much confusion over both where staff should be 
moved to (sometimes depending on the proportion of their time spent on service commissioning 
versus service provision), and where and how much money should be moved.  The confusion around 
organising budgets in particular was in some cases extremely complex, and there were instances 
where this tested relationships between councils and the new CCGs.  This was made more 
complicated in sites where there were multiple organisations coming together, and/or where 
multiple new organisations were created.     
 
3.2 Defining roles and responsibilities 
There were complaints about lack of clarity and guidance from government, for instance, with 
regards to responsibilities for commissioning services across a pathway. Some commissioning 
pathways in particular  W for instance for obesity and for sexual health  W were talked about as having 
become a lot more complex than before the reforms, with responsibilities split between the council, 
the CCGs, NHSE and PHE.  The lack of surety about responsibilities sometimes led to delays in the 
commissioning of services, and sometimes led to tensions in the relationships between 
organisations.  In one of our case study sites, the council went ahead and commissioned tier three 
obesity services before clarity was achieved at a national level (in March 2014) over who was 
responsible for commissioning what.  In the national guidance, ŝƚ ǁĂƐ ĐŽŶĐůƵĚĞĚ ƚŚĂƚ P  “Clinical 
Commissioning Groups (CCGs) should have primary commissioning responsibility for tier 3, clinician-
led specialist multidisciplinary teams ?3.  In this site, the council were then faced with trying to get a 
number of CCGs to take over the responsibility for purchasing the new service across the county.  
 
The lack of clarity around roles and responsibilities was also related to continued flux and 
reorganisations of public health teams, as departments went through various processes of change, 
                                                          






many of which meant reducing staff numbers and/or changing staff roles.  CCGs also had an 
important journey to make as they formed, became authorised, took on full responsibility for clinical 
commissioning in their area, and more recently (2015) started to co-commission primary care with 
NHSE (see McDermott et al 2015).  CCGs are significantly pared down compared to PCTs, and as a 
result, have to buy in many services required for their successful operation.  Some of these services 
are procured from new CSUs. 
   
There was role confusion across the system including at regional and national levels but also 
between levels.  One regional respondent commented: 
 
 “tĞŶŽǁŚĂǀĞĂŶĂƚŝŽŶĂůƚŝĞƌǁŚŝĐŚƐŚŽƵůĚďĞĂŐƌĞĂƚĂƐƐĞƚĂŶĚŝŶĚĞĞĚŝŶŵĂŶǇǁĂǇƐŝƚ ?ƐĂ
huge additional capacity but the problem is that it is trying to see itself as a national service 
with this kind of operational side which needs to interlock, you know, with a new set of 
ĚǇŶĂŵŝĐƐƌĞĂůůǇĂŶĚƚŚĞŶǁŚĂƚǁĞŚĂǀĞŶ ?ƚĞǀĞƌƐŽƌƚĞĚŽƵƚ ŝƐƚŚĞƌĞůĂƚŝŽŶƐŚŝƉďĞƚǁĞĞŶƚŚĂƚ
national tier and the Department of Health and indeed other government departments which 
ŵĂǇďĞƐŽƌƚŽĨƐŽĨƚĞƌŵĞĂƐƵƌĞƐ ? ?
 
One DPH highlighted the need for more national clarity and guidance:  
 
 “ ?the hands-on support that we get through health protection and through some of the 
health improvement at the centre level I think is great and really helpful.  I think that some of 
the information products are ǀĞƌǇ ŐŽŽĚ  ? but when it comes down to thinking about 
guidance and so-on, / ?ŵ ŶŽƚ ƐƵƌĞ ƚŚĂƚ ƚŚĞƌĞ ?Ɛ ĂŶǇ ƉƌŽĚƵĐƚ ƚŚĂƚ ?Ɛ ĐŽŵĞ ŽƵƚ ǇĞƚ ƚŚĂƚ / ?ǀĞ
looked at and thought yeah, that helps me to think about how we should do this. ? 
 
Respondents did identify improvements over the period of the research, but concerns were still 
being raised in 2015 about who was responsible for what.  The situation was not helped by the 
continuing changes in roles and responsibilities as these continued to be transferred between 
organisations. 
 
3.3 System development 
A key finding from the first phase of case study work relates to the long period of time it was taking 
ƚŚĞ ƐǇƐƚĞŵƐ ƚŽ  ‘ƐĞƚƚůĞ ŝŶ ? ?ǁĞǁĞƌĞ ĨƌĞƋƵĞŶƚůǇ ƚŽůĚ  “ŝƚ ?Ɛ ĞĂƌůǇ ĚĂǇƐ ? ďǇ ƌĞƐĞĂƌĐŚ ƉĂƌƚŝĐŝƉĂŶƚƐ ?ĞǀĞŶ
two years after some of the public health teams had moved into the councils.  The concurrent and 
sometimes repeated re-organisations of councils as they simultaneously sought to adjust to severe 
cuts to their budgets, made the context more difficult for the in-coming public health staff. This is a 
story that has continued throughout the duration of our research. Public health teams adopted 
various organisational arrangements as they settled into their new local government structures and 
processes.  In March 2012, the LGA/DH (2012a) noted that models for the emerging systems in LAs 
could be described within three broad categories. By September 2012, a fourth was added (LGA/DH 
2012b): 
 





2. A section of another directorate  W generally the directorate with responsibility for adult 
social care or a chief executive/corporate directorate. 
3.   ‘ĚŝƐƚƌŝďƵƚĞĚ ? Žr  ‘ŝŶƚĞŐƌĂƚĞĚ ? ŵŽĚĞů ŝŶ ǁŚŝĐŚpublic health responsibilities and staff work 
ĂĐƌŽƐƐ ĚŝƌĞĐƚŽƌĂƚĞƐ Žƌ ĨƵŶĐƚŝŽŶƐ ďƵƚ ŵĂŝŶƚĂŝŶ ŝĚĞŶƚŝƚǇ ĂŶĚ ĨŽĐƵƐ ƚŚƌŽƵŐŚ ďĞŝŶŐ Ă  ‘ǀŝƌƚƵĂů
ƚĞĂŵ ? ?Ă ‘ŚƵď ?ŽƌĂ ‘ĐŽƌĞĂŶĚĞǆƚĞŶĚĞĚ ?ƚĞĂŵ ? 
4. A merged model in which public health and another local LA directorate are combined (e.g. 
the merging of public health and adult social care into a directorate of adult social services 
and health). 
 
The overall profile of public health team location and arrangements reported in our 2015 survey was 
very similar to our previous survey.  In 2015, just over half were part of another directorate (52%, 
N=73) and just over a quarter were a distinct public health directorate (26%, N=73, Fig 1).   
 
Figure 1: How is your public health team arranged in this local authority? (2015 DPH survey N=73)  
 
 
There were also many sharing arrangements for the public health function across councils.  Our 
interim report noted that of the 96 DsPH responding to our first national survey, nearly a third (32%) 
led public health teams providing services for between two and eleven authorities (Peckham et al 
2015:10).  Our 2015 survey found that a similar proportion of respondents (32%, N=74) reported 
that their public health team delivered a service that was shared, but for 5 authorities this was a 
new, if only a temporary arrangement for two of these.  Sharing arrangements were usually 
between unitary authorities. The 2015 DPH survey asked if respondents thought that there would be 
new arrangements between authorities to share public health staff or responsibilities; 14% (N=73) 
expected such changes would happen. This demonstrates a significant degree of continuing 
organisational turbulence. 
 
Given the variety in team arrangements, it is perhaps unsurprising that we also saw variation in line 
management accountabilities.  47% (N=73) respondents to the 2015 DPH survey said they were 
directly managed by the Chief Executive, compared to 42% (N=91) respondents in 2014.  In 2015, the 
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management team had not changed (53%, N=73 in 2015).  The year on year comparisons for 
authorities that replied in both years again showed that overall proportions could remain steady yet 
mask a considerable amount of change in individual authorities. For example, of the 22 DsPH not on 
the most senior corporate management team in 2014, four (7% N=56) were in 2015 and of the 34 
DsPH who were on the corporate team in 2014, only 23 (20% N=56) remained so in 2015.  This was 
an issue of particular concern and is discussed later in this report (see Table 5 and Sections 4.1.2 and 
4.2.2).   
 
Table 5: Are you a standing member of your local ĂƵƚŚŽƌŝƚǇ ?ƐŵŽƐƚƐĞŶŝŽƌĐŽƌƉŽƌĂƚĞŵĂŶĂŐĞŵĞŶƚ
team? (Sub-set of LAs replying in both 2014 and 2015 DPH national surveys N=56)  
    2015 
   
 
Yes No Total 
2014 
Yes 23 11 34 
 (41%) (20%) (61%) 
No 4 18 22 
  (7%) (32%) (39%) 
  Total 27 29 56 
    (48%) (52%) (100%) 
 
In some respects, it has taken time well beyond the transition year to organise public health 
structural capacity and roles and responsibilities in relation to public health practice.  The issue of 
ůĞĂĚĞƌƐŚŝƉĂŶĚŐŽǀĞƌŶĂŶĐĞĂƚŶĂƚŝŽŶĂůůĞǀĞůŚĂƐďĞĞŶƉƌŽďůĞŵĂƚŝĐ ?ǁŝƚŚW, ?ƐƌŽůĞŚĞƌĞƚĂŬŝŶŐƚŝŵĞ
to develop.  Their roles and relationships vis-a-vis the DH and NHSE have been complex and difficult 
at times (see section 5).  And at local level too it has not been easy, with public health professionals 
having to forge their leadership role within councils, alongside elected members and other senior 
officers with much larger directorates (see section 4).  
 
 
3.4 National and regional arrangements 
At regional level, upheaval continued with PHE regions being reformed following the PHE strategic 
review that occurred at the end of 2014.  The review was to set out a plan of how PHE would 
manage an impending cut (of approximately 22%) to their 2015/16 operational budget. A key change 
included reducing the number of PHE centres from 15 to 9 (8 across the country and one in London). 
The regional directors ?ƌŽůĞƐĐŚĂŶŐĞĚ ?/ŶƚŚĞE,^ ?ƌĞŐŝŽŶĂůŐƌŽƵƉŝŶŐƐĂƌĞĞŵ ƌŐŝŶŐ W for example, in 
London CCGs are forming themselves into super commissioning units called Strategic Planning 
Groups.  Individuals and teams in PHE and NHSE have had to work hard on developing good 
relationships sometimes in the face of complaints about lack of parity in pay, training and support, 
and where distinctions between the two organisations are not always clear, with staff employed by 
the two different bodies often working in one team, sŽŵĞƚŝŵĞƐ “ĨĞĞůŝŶŐƋƵŝƚĞĚƵƉůŝĐĂƚŝǀĞ ?ĂŶĚǁŝƚŚ
 “ƚŚĞƉŽƚĞŶƚŝĂůĨŽƌƚƌŝƉƉŝŶŐĞĂĐŚŽƚŚĞƌƵƉ ? ?ƐĞŶŝŽƌŵĂŶĂŐĞƌE,^ ? ? 
 
While PHE was not a particular focus of our research, its development has had implications for the 





interviews to explore the LA and PHE relationship in particular.  PHE, at the head of the national 
public health system, is a complex organisation.  W, ?ƐƐƚƌƵĐƚƵƌĞŝŶĐůƵĚĞƐ: a national office, including 
national centres of expertise and four geographical hubs that oversee its locally facing services; units 
that deliver its locally facing services and act in support of LAs, other organisations and the public in 
their area; and a distributed network for some functions, including information and intelligence, to 
allow them to be located alongside the NHS and academic partners.  PHE was established to be the 
national system leader but at a LA level this was not particularly well recognised: 
 
 “The honest truth about the national level is I think that it is just way too concentrated on the 
national element rather than looking out towards the regions.  It does feel distant.  So 
actually in a way it almost feels like the local centre is close to us and wants to operate with 
ƵƐďƵƚƚŚĞŶƚŚĞƌĞ ?ƐƚŚŝƐƐŽƌƚŽĨŐƵůĨďĞƚǁĞĞŶƚŚĂƚĂŶĚƚŚĞŶĂƚŝŽŶĂůƐĞƚƵƉĂŶĚ/ŚĂǀĞƚŽƐĂǇ/
ĚŽŶ ?ƚ ƌĞĂůůǇ ƚŚŝŶŬ ŝƚ ?Ɛ ƚŚĞ ĨĂƵůƚ ŽĨ ƚŚĞ ŶĂƚŝŽŶĂů ĞŶĚ ? / ƚŚŝŶŬ Ă ůŽƚ ŽĨ ŝƚ ?Ɛ ĂďŽƵƚ ƚŚĞ ƐŽƌƚ ŽĨ
ĚŝƐĞŵƉŽǁĞƌŵĞŶƚƚŚĂƚ ?ƐďƵŝůt into the nature of Public Health England which is a much bigger 
problem than I think a lot of people had understood at the outset. ?(DPH) 
 
On commissioning national programmes, PHE needed to work closely with NHSE at national and 
regional levels. Even into 2015 we identified some concerns about this, partly as a result of differing 
cultures and partly because of a focus on some key areas dominating work programmes  W for 
example the transfer of 0-5 year-old public health commissioning to local authorities.  While NHSE 
acted as commissioner for national programmes it was taking time for the relationship to develop as 
described by this NHSE Manager: 
 
 “ ? ? ?/ƐƵƉƉŽƐĞǁĞ ?ǀĞďĞĞŶĞǆƉĞĐƚŝŶŐĂďŝƚŵŽƌĞĚǇŶĂŵŝĐůĞĂĚĞƌƐŚŝƉĨƌŽŵW,ŝŶƚĞƌŵƐŽĨ
some of these health ŝƐƐƵĞƐĂŶĚ/ ?ŵŶŽƚƐƵƌĞǁĞŐĞƚƚŚĞďĞƐƚŽƵƚŽĨǁŚĂƚƚŚĞǇŚĂǀĞŐŽƚŝŶĂ
ǁĂǇƚŚĂƚǁĞĐĂŶƵƐĞŝƚǁĞůů ?/ƚŚŝŶŬƚŚĂƚ ?ƐũƵƐƚ ? ? ?ŝƚũƵƐƚƚĂŬĞƐƚŝŵĞĂŶĚŐĞƚƚŝŶŐƚŽŬŶŽǁǁŚĂƚ ?Ɛ
ƚŚĞƌĞĂŶĚƚŚĞŶƚŚŝŶŬŝŶŐĂďŽƵƚŚŽǁǁĞƵƐĞŝƚďĞĐĂƵƐĞƚŚĞƌĞ ?ƐŚƵŶĚƌĞĚƐŽĨƚŽŽůƐƚŚĂƚƚŚĞǇ ?ǀĞ
ŐŽƚďƵƚ/ƚŚŝŶŬƚŚĞƌĞ ?ƐũƵƐƚƐŽŵĂŶǇĂŶĚǁĞ ?ƌĞĂďŝƚŶŽƚŽǀĞƌǁŚĞůŵĞĚďƵƚǁĞƌĞĂůůǇŚĂǀĞŶ ?ƚ
ŐŽƚŽƵƌ ? ? ?ǁĞŚĂǀĞŶ ?ƚŐŽƚĂƌĞĂůůǇŐŽŽĚƐǇƐƚĞŵĂƚŝĐĂŶĚƐŽƌƚŽĨĐŽŶƐŝƐƚĞŶƚĂƉƉƌŽĂĐŚƚŽŚŽǁǁĞ
ƵƐĞƚŚŽƐĞƚŽŽůƐĂŶĚŵĂŬĞƚŚĞďĞƐƚŽĨǁŚĂƚƚŚĞǇ ?ƌĞĚŽŝŶŐƐŽ/ƚŚŝŶŬǁĞ ?ǀĞŐŽƚĂďŝƚŽĨĂ ? ? ?Ăďŝƚ
ŵŽƌĞǁŽƌŬƚŽĚŽƚŽŐĞƚďĞƚƚĞƌĂƚƵƐŝŶŐŽƵƌW,ĐŽůůĞĂŐƵĞƐ ? ? 
 
Some senior managers in NHSE and PHE, however, reported good working relationships, with one 
ƐĞŶŝŽƌE,^ŵĂŶĂŐĞƌƌĞƉŽƌƚŝŶŐƚŚĂƚ “ ?I see very good working relationships between PHE and NHSE 
right from senior management team ? ? 
 
3.5 Summary  
Our research suggests that the development of the new public health system in England is still in 
progress with the internal organisation of public health in LAs, the NHS and PHE very much in a 
continuing state of flux.  In LAs in particular, the additional organisational upheaval that has been a 
feature of local government has had a significant impact on the way the organisation of the new 
public health function is developing. This is discussed in more detail in section 4 of this report.  While 





authorities, it was clear from our research that irrespective of whether partnership arrangements 
were in place before 2013, the transfer has been both organisationally and culturally complex. There 
does not appear to be a national picture, with substantial variation between areas. 
 
Agencies are still developing their roles, often coping with complex internal changes as well as 
needing to develop new relationships with other agencies (discussed in section 5). The 
fragmentation of aspects of public health  We.g. commissioning  W has created particular problems.  
Lack of clarity about roles and responsibilities and difficulties in aligning local and national priorities 
have also resulted in often difficult discussions between organisations. There was a degree of 
uncertainty about what organisations expected from other agencies. For example, there was an 
expectation that PHE would provide more support regarding health promotion and national 
campaigns, and lack of clarity about tier three commissioning has led to variation in how these 
services are funded and provided. On the other hand, LAs generally appreciated the information 












4 Public Health in Local Authorities 
 
The government expected that, by placing public health staff and funding within LAs, stronger 
relationships would develop between public health professionals and LA personnel across all 
ĚĞƉĂƌƚŵĞŶƚƐ ?ƐŽƚŚĂƚƉƵďůŝĐŚĞĂůƚŚŵŝŐŚƚďĞĐŽŵĞŵŽƌĞ ‘ĞŵďĞĚĚĞĚ ?ǁŝƚŚŝŶĂůůLA work.  The DPH, as 
the lead officer in the LA ĨŽƌ ŚĞĂůƚŚ ? ǁŽƵůĚ ĐŚĂŵƉŝŽŶ ŚĞĂůƚŚ ĂĐƌŽƐƐ ƚŚĞ ǁŚŽůĞ ŽĨ ƚŚĞĂƵƚŚŽƌŝƚǇ ?Ɛ
business. 
 
This section reports on findings from our research related to that policy expectation of embedding 
public health into LAs, and the subsequent expectation that, as a result of this embeddedness, public 
health activity will change to include a greater emphasis on the wider determinants of health, and to 
ĐŽŵďŝŶĞ ƚƌĂĚŝƚŝŽŶĂů  ‘ƉƵďůŝĐ ŚĞĂůƚŚ ? ĂĐƚŝǀŝƚŝĞƐ ǁŝƚŚ ŽƚŚĞƌ ĂĐƚŝǀŝƚǇ ůŽĐĂůůǇ ƚŽ ŵĂǆŝŵŝƐĞ ďĞŶĞĨŝƚƐ ?  tĞ
begin this section by considering how public health staff are organised within LAs, and what 
opportunities are being brought to both public health staff and to the LAs.  We then explore the 
organisational capacity within LAs in relation to carrying out the public health function.  Finally, we 
consider the extent to which public health activities are different now, within this new environment.  
 
4.1. Organisational arrangements and key people in local authorities 
Public health teams moved into long-existing organisational structures with strong organisational 
cultures, and different processes, mechanisms and ways of working to those they were used to.  
Even where public health teams previously had joint appointments with local councils, there was still 
ƐŽŵĞƚŚŝŶŐŽĨĂ ‘ĐƵůƚƵƌĞƐŚŽĐŬ ?ĨŽƌŝŶdividuals working in their new environment (Peckham et al 2015 
p22).  It has taken a long time for public health staff to become familiar and at ease with the 
different ways of working required within LAs.   
 
One key difference is that public health staff are now officers reporting directly to elected members, 
and it is those elected members who are the key decision makers.  LAs have mechanisms built in to 
their decision making processes to ensure stronger democratic accountability  W decision making 
processes usually involve close working with the lead elected member, a number of committees, 
sub-committees, and cross-departmental groups, and various consultations both with councillors 
and the public.  To a public health staff member, this process can feel lengthy, bureaucratic, 
laborious and sometimes frustrating (Peckham et al 2015).  However, there were signs in our case 
study work, that public health staff both saw the value of these processes and the scrutiny they 
bring, and were getting used to working with them, and to working them to their advantage.  For 
example in one of our sites a programme manager for childhood obesity commented that: 
 
 “ŝƚ ?ƐĂĐƚƵĂůůǇĂǀĞƌǇƌŽďƵƐƚƉƌŽĐĞƐƐĂŶĚĞǆƉůĂŝŶƐǁĞůůŚŽǁǁĞĂƌĞŐŽŝŶŐƚŽƐƉĞŶĚƉƵďůŝĐĨƵŶĚƐ ?
because you are jusƚŝĨǇŝŶŐǇŽƵƌďƵƐŝŶĞƐƐŶĞĞĚƐĂŶĚŐĞƚƚŝŶŐ ĨĞĞĚďĂĐŬ ƚŽƐĞĞ ŝĨ ŝƚ ?Ɛ ƚŚĞ ƌŝŐŚƚ
ƚŚŝŶŐ ƚŽ ŝŶǀĞƐƚ ŝŶ ? ǇŽƵ ?ǀĞ ŐŽƚ ĐŚĂŶĐĞƐ ĨŽƌ ƉĞĞƌ ƌĞǀŝĞǁ ?ĂŶĚ ǇŽƵ ĐĂŶ ŐĞƚ ĂŶ ƵŶĚĞƌƐƚĂŶĚŝŶŐ
from your colleagues about where they think would be a better area to focus on, you have to 
gĞƚ ůĞŐĂů ĐůĞĂƌĂŶĐĞ ? ĨŝŶĂŶĐŝĂů ĐůĞĂƌĂŶĐĞ ? ƐŽ ŝƚ ?Ɛ Ăůů ĨŽƌŵĂůůǇ ĚŽŶĞ ? ĂŶĚ ƚŚĞŶ ŝƚ ŐŽĞƐ ƚŽ ƚŚĞ





 And in another site a public health manager talked about the support they got from elected 
members:  
 
 “/ ƚŚŝŶŬ ƚŚĞǇƐĞĞƉƵďůŝĐŚĞĂůƚŚĂƐďĞŝŶŐŽŶĞŽĨ ƚŚĞ ?ƐŚŝŶŝŶŐ ůŝŐŚƚƐ ƌĞĂůůǇ ŝŶ ƚŚĞ ?ĐŽƵŶĐŝů ?ŝŶ
ĐŽŵƉĂƌŝƐŽŶ ƚŽŽƚŚĞƌ ƐĞƌǀŝĐĞƐ ƚŚĂƚĂƌĞŽďǀŝŽƵƐůǇĞǆƉĞƌŝĞŶĐŝŶŐƐŝŐŶŝĨŝĐĂŶƚ ĐƵƚƐ ?ǁĞ ?ǀĞŐŽƚ ƚŽ
make £150 million worth of cuts over the nexƚĨĞǁǇĞĂƌƐ ? ? ? ?ũŽďůŽƐƐĞƐ ?ƐŽƉƵďůŝĐŚĞĂůƚŚŝƐĂ
ƌĞĂůůǇ ŐŽŽĚ ŶĞǁƐ ƐƚŽƌǇ ?  tĞ ?ǀĞ ŐŽƚ ƚŚĞ ƉŽůŝƚŝĐĂů ƐƵƉƉŽƌƚ ďĞĐĂƵƐĞ ĂĐƚƵĂůůǇ ƚŚĞ ĞůĞĐƚĞĚ
ŵĞŵďĞƌƐ ĐĂŶ ƐĞĞ ƚŚĂƚ ? ? ?ŝĨǁĞ ĚŽ ǁĞůů ? ? ?ƚŚĞƌĞ ?ƌĞ ůŽƚƐŽĨŽƉƉŽƌƚƵŶŝƚŝĞƐ ĨŽƌ ƉƌĞƐƐ ƌĞůĞĂƐĞƐ ĂŶĚ
media coverage, et cetera ? ?  
 
Several of our sites benefited from appointing long-standing LA personnel to their public health 
team.  In site A, this included a business/strategy manager who helped the public health team to 
navigate the council structures and processes.  
 
4.1.1 Relationships with elected members 
Overall, our findings suggested that relationships between public health officers and elected 
members were good and valued by both parties.  In site A, for instance, the elected member with 
the health portfolio was intereƐƚĞĚ ŝŶ ƚŚĞ ǁŽƌŬ ŽĨ ƚŚĞ ƉƵďůŝĐ ŚĞĂůƚŚ ƚĞĂŵ ĂŶĚ ĨĂŝƌůǇ  ‘ŚĂŶĚƐ-ŽŶ ?
(weekly or fortnightly meetings with key public health staff), but at the same time respected the 
authority and expertise of the public health professionals.  Elected members were playing a role in 
aiding cross-directorate working, and they had an eye towards monitoring outcomes.  In most of our 
case study sites, the elected members were positive about and interested in public health, and had 
often played an important role in helping the public health team to become embedded within the 
council.  The cabinet member with the health portfolio in site B explained, in June 2014, that she  
 
 “was very keen and asked them [public health] to put together the programme for how we 
engaged all the other deƉĂƌƚŵĞŶƚƐǁŝƚŚŝŶƚŚĞĐŽƵŶĐŝůĂŶĚ ? ? ?ǁŚŝĐŚƚŚĞǇ ?ǀĞĚŽŶĞ ?ĂĚƚŚĂƚǁŝůů
ďĞĂƉƌŽŐƌĂŵŵĞƚŚĂƚƐƚĂƌƚƐǀĞƌǇƐŽŽŶ ? ? 
 
In site A, a cross-council public health board, comprising councillors, key members from the public 
health team, and representatives (officers) from each of the directorates, was established to:  
 
 “ƌŝŶŐ ƚŽŐĞƚŚĞƌ ĐŽůůĞĂŐƵĞƐ ĂĐƌŽƐƐ  ?ƚŚĞ ĐŽƵŶĐŝů ?4 that deliver public health outcomes and 
ensure [the council] maximises its opportunity to improve the wider determinants of health; 
drive a new approach to public health  ? ? ?- bringing innovative and new approaches to tackle 
health inequalities; collectively agree resource and approach to improve performance where 
[the area] is an outlier; organise sessions with partners to drive a whole system approach to 
iŵƉƌŽǀŝŶŐƚŚĞƉƵďůŝĐŚĞĂůƚŚǁŚĞƌĞǀĞƌƉŽƐƐŝďůĞ ?(from document presented to Public Health 
Board, July 2014). 
 
                                                          





The DPH in site A talked of ready access to the leader of the council, and public health staff saw their 
elected member as open and approachable: 
 
  “/ƐĞĞŚŝŵ ?ƚŽƌĞƐƉŽŶĚƚŽĂŶǇƋƵĞƌŝĞƐƚŚĂƚŚĞŵĂǇŚĂǀĞ ?ƚŽďƌŝĞĨŚŝŵ ?ƐŽŵĞƚŝŵĞƐ/ƐĞĞŬƚŽ
ŐŽ ĂŶĚ ƐĞĞ Śŝŵ ŝŶ ƚĞƌŵƐ ŽĨ ƉƌŽĂĐƚŝǀĞ ŵĂŶĂŐĞŵĞŶƚ ďĞĐĂƵƐĞ / ?ŵ ƚŚĂƚ ŬŝŶĚ ŽĨ Ă ƉĞƌƐŽŶ ? ŝĨ /
know that I have something coming up and I feel that he should be aware of iƚ ?ƐŽ/ũƵƐƚŐŽ ?
/ƚ ?ƐĂďŽƵƚŝŶǀŽůǀŝŶŐŚŝŵĂŶĚŚĞ ?ƐĂǀĞƌǇĂƉƉƌŽĂĐŚĂďůĞƉĞƌƐŽŶ ? ?W,ĐŽŶƐƵůƚĂŶƚ ?ƐŝƚĞ ? ? 
  
In general, public health staff felt their work was valued by the council and elected members, and 
councillors also talked about their public health teams in a positive way.  For instance, in the 2015 
survey, 52% of DsPH (N=73) and 61% of elected members (N=38) with the health portfolio felt that 
ƚŚĞƚĞĂŵƐǁĞƌĞ ‘definitely ? valued, citing a variety of enablers for this such as strong leadership and 
quality of their work.  This county councillor in site D said: 
 
 “/ ?ŵŝŵƉƌĞƐƐĞĚǁŝƚŚƉƵďůŝĐŚĞĂůƚŚ  ? I've got to say I think they're a good group and they're 
working very hard with limited funds, and so with public health more than anybody they've 
got into the joined up thinking.  So public health  ? are doing really well as far as I'm 
ĐŽŶĐĞƌŶĞĚĂŶĚƚŚĞǇĂƌĞƐĞƚƚŝŶŐĂŶĞǆĂŵƉůĞƐŽƐŽŵĞŽƚŚĞƌĂƌĞĂƐĐŽƵůĚĨŽůůŽǁƚŚĞƐĂŵĞ ? ?
 
Whilst most elected members across our sites were positive about their new public health duties 
and staff, there was just one site where one councillor took a negative view, based on their 
perception that public health staff were insufficiently pro-active.  This negative view was also heard 
from a minority of non-public health officers interviewed in our case study sites. 
 
4.1.2 Relationships with other council officers 
The relationships between public health staff and other council officers are a crucial aspect of 
ĂĐŚŝĞǀŝŶŐ  ‘ĞŵďĞĚĚĞĚŶĞƐƐ ? ĂĐƌŽƐƐ ƚŚĞ ĐŽƵŶĐŝů ?  dŚĞƐĞ ƌĞůĂƚŝŽŶƐŚŝƉƐ ŚĂǀĞ ŽďǀŝŽƵƐůǇ ƚĂŬĞŶ ƚŝŵĞ ƚŽ
develop and have not been helped by the turbulence within the councils, with many departments 
restructuring on a frequent basis, and with staff leaving or moving to different positions (see section 
4.2). 
 
However, our surveys continued to demonstrate the view of both DsPH and elected members that 
public health staff had  ‘ĚĞĨŝŶŝƚĞůǇ ?ďƵŝůƚŐŽŽĚƌĞůĂƚŝŽŶƐŚŝƉƐǁŝƚŚŝŶƚŚĞĂƵƚŚŽƌŝƚǇ (77% of the 73 DsPH, 
and 74% of the 38 elected members replying).  As in 2014, the views expressed in the 2015 survey 
were fairly equivocal - ƚŚĂƚ ƉƵďůŝĐ ŚĞĂůƚŚ ƐƚĂĨĨ ǁĞƌĞ  ‘ĚĞĨŝŶŝƚĞůǇ ? ǀĂůƵĞĚ ? ĂŶĚ ƚŚĂƚ ƐƚĂĨĨ ŝŶ ŽƚŚĞƌ
departments asked for and trusted public health advice.  Although there had been an increase in the 
proportion of DsPH who thought that staff in other departments knew what public health staff could 
offer, this still remained at only 26% (N= ? ? ? ƐĂǇŝŶŐ  ‘ĚĞĨŝŶŝƚĞůǇ ?  ?ƵƉ ĨƌŽŵ  ? ?A?, N=85 in 2014). In 
authorities where the DPH had responded in both years to the survey, progress could be seen in 
several areas, and confirmed the DPH view that there had been an increase in awareness of what 
the public health team could offer. 
 
When correlating DsPH survey responses on the integration of the public health team within the LA, 





relationship was seen as the best measure of integration from survey data and it was found to be 
associated with the team being valued, being asked for advice, and their advice being trusted.  It was 
also associated with active use of public health team services such as provision of data, needs 
assessment and inequalities analyses.  The only significant association to be found among the views 
of elected members regarding integration was between having built a good relationship and public 
health staff being valued.   
 
Within the surveys, DsPH and elected members were asked to provide three enablers and three 
barriers to successful integration of public health within their authority.  From the many free text 
responses, a number of common themes were identified  W see Table 6. 
 
Table 6:  Views on enablers and barriers to successful integration of public health: key themes 
drawn from free comments within the 2015 surveys 
Views on successful 
integration of public 
health 
DPH perspective Elected member perspective 
Enablers Good working relationships and team 
working across the organisation. 
 
Delivery of high quality work. 
 
Strong support and leadership from the  
chief executive and others. 
 
Merging work steams and priorities. 
 
Raised profile of the public health offer 
across the LA. 
 
Other enablers: availability of ring-
fenced public health grant, closely located 
team, good team structure, access to LA 
levers, skills and links.  
High quality public health staff and 
competent DPH. 
 
Good working relationships across 
departments. 
 
Joined up and integrated working. 
 
Leadership and wider political support. 
 
Other enablers: good structure and 
location of the public health team, public 
health funding. 
Barriers Financial pressure from LA budget cuts 
and austerity in general. 
 
Pressure to use the ring fenced grant 
to cover cuts in other areas. 
 
Negative staff behaviours. 
 
Mismatches in ways of working. 
 
Lack of understanding of what public 
health does. 
 
Other problems: issues with roles and 
responsibilities, lack of staff / capacity, 
differences in culture and organisation. 




Lack of understanding of the public 
health function. 
 




A number of the enablers and barriers summarised in Table 6 relate to the position of public health 
staff relative to others within the council.  As stated in our 2nd interim report (Peckham et al 2015: 
13-15), and in section 3 above, reporting lines from public health to the chief executive were seen by 
public health staff as important.  Also important was having a public health presence on key 





relationship between organisational arrangements and the degree of influence afforded to or felt by 
public health professionals, especially the DPH (ibid p25).  Reporting lines and related influence can 
be complicated within the new arrangements.  For example, a non-public health manager in one of 
our sites observed that the DPH technically reports to the Chief Executive. However, the DPH was 
not a strategic director and the DPH team reports to the Director of Adult Social Care. It was noted 
that the DPH attended the social care management meetings, but not the strategy group meetings. 
Yet, the manager commented that:  “dŚĞƚƌŝĐŬŝƐƚŽďĞĂŵĞŵďĞƌŽĨƚŚĞƐƚƌĂƚĞŐǇŐƌŽƵƉƐŽǇŽƵŐĞƚŽŶ
ĂůůƚŚĞƐƚƌĂƚĞŐŝĐĚŝƐĐƵƐƐŝŽŶƐĞǀĞƌǇǁĞĞŬ ? ? This interviewee felt that a new service provided by public 
health was not effective because many of the staff running the new service were under the purview 
of the Director of Adult Social Care: 
 
 “ƵƚďĂƐŝĐĂůůǇ  ?  ?ƚŚĞW, ?ŚĂƐ ƚŽ ĨĞĞĚ ŝŶ ƚŚƌŽƵŐŚƚŚĞŝƌĞĐƚŽƌŽĨĚƵůƚ^ŽĐŝĂůĂƌĞ ? dŚĂƚ ?Ɛ
ƉĂƌƚůǇǁŚĞƌĞƚŚĞ  ?ŶĞǁƐĞƌǀŝĐĞ ? ?model ?s not working that great, because part of the stitch 
up of that was, that hĂĚďĞĞŶƉƌŽǀŝĚĞĚďǇŚŝƐ  ?ŝƌĞĐƚŽƌŽĨĚƵůƚ^ŽĐŝĂůĂƌĞ ?ƐƚĂĨĨ ?aŶĚ ŝƚ ?Ɛ
ŚĂƌĚƚŽƉĞƌĨŽƌŵĂŶĐĞŵĂŶĂŐĞǇŽƵƌďŽƐƐ ?ƐƐƚĂĨĨ ?
 
There were many factors that influence the ease with which, and the extent to which public health 
staff became embedded within their new organisations (see also section 3, which describes 
organisational arrangements of public health teams).  However, it is clear that since the reforms, 
public health officers found it easier as time went on, and were finding more opportunities to work 
with other departments in the same council. They were also finding that they were more able to 
influence priorities within the council, and to influence the work of the council as a whole.   
 
Our surveys asked about the influence DsPH felt they had with respect to improving the local 
ƉŽƉƵůĂƚŝŽŶ ?ƐŚĞĂůƚŚ ?Nearly two thirds of DsPH (65%, N=71 ?ƐĂŝĚƚŚĞǇǁĞƌĞ  ‘ƋƵŝƚĞŽĨƚĞŶ ?ĂďůĞ ?ĂŶĚ
ďĞƚǁĞĞŶ ? ? ? ?ĂŶĚ ? ? ? ? ?ƚŚĞƌĞǁĂƐĂŵŽĚĞƐƚƐŚŝĨƚƚŽǁĂƌĚƐŵŽƌĞƐW,ƐĂǇŝŶŐƚŚĞǇ ‘ĂůǁĂǇƐ ?ĨĞůƚĂďůĞ
to influence the priorities of their authority (21% in 2015, compared to 15%, N=86 in 2014) and away 
ĨƌŽŵƐĂǇŝŶŐƚŚŝƐǁĂƐ ‘ŶŽƚŽĨƚĞŶ ?ƚŚĞĐĂƐĞ ? ? ?A?ĐŽŵƉĂƌĞĚƚŽ ? ?A? ? ?,ŽǁĞǀĞƌ ?ŝŶ ?-tier authorities, no 
W, ĨĞůƚ ƚŚĞǇ ǁĞƌĞ  ‘ĂůǁĂǇƐ ? ĂďůĞ ƚŽ ŝŶĨůƵĞŶĐĞ ƚŚĞŝƌ ĂƵƚŚŽƌŝƚǇ ?Ɛ ƉƌŝŽƌŝƚŝĞƐ ŝŶ ƌĞŐĂƌĚ ƚŽ ŝŵƉroving 
health.   
 
/ŶďŽƚŚǇĞĂƌƐ ?ƐƵƌǀĞǇƐƚhere were some statistically significant associations between the perceived 
ability of DsPH to influence priorities in their LA and other key variables.  In 2015, the strongest 
associations were found between feeling influential and the DPH having gained additional 
responsibilities (a new finding), the public health staff being valued, others knowing what the public 
health team offered, the team being asked for advice and it being trusted.5  When a DPH was a 
member ŽĨ ƚŚĞ ŵŽƐƚ ƐĞŶŝŽƌ ĐŽƌƉŽƌĂƚĞ ŵĂŶĂŐĞŵĞŶƚ ƚĞĂŵ ? ƚŚŝƐ ǁĂƐ ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ ďĞŝŶŐ  ‘ƋƵŝƚĞ
ŽĨƚĞŶ ?ĂďůĞƚŽŝŶĨůƵĞŶĐĞĐŽƵŶĐŝůƉƌŝŽƌŝƚŝĞƐ.6  No clear differences were seen for different types of LA, 
although in 2015 there was some indication that DsPH in inner London and South East authorities 
                                                          






felt they had less influence, and those in non-London unitary authorities and the North West region 
had most.   
 
In site A, a DPH pointed to the opportunity for public health, within its new home, to help break 
down pre-existing barriers between directorates.  More than two years after transferring into the 
LA, the interviewee said:  
 
 “ƚŚĞ ŽƌŐĂŶŝƐĂƚŝŽŶ ?Ɛ ƋƵŝƚĞ ƐŝůŽeĚ ŝŶ ƚŚĞ ƐĞŶƐĞ ƚŚĂƚ ǇŽƵ ?ǀĞ ŐŽƚ  ?ƚŚĞƐĞ ĚŝĨĨĞƌĞŶƚ ĚŝƌĞĐƚŽƌĂƚĞƐ ? ?
We ?ƌĞ ďƌĞĂŬŝŶŐ ĚŽǁŶƐŽŵĞ ŽĨ ƚŚŽƐĞ ďĂƌƌŝĞƌƐ ďǇ ƐƚĂƌƚŝŶŐ ƚŽ ĨĂĐŝůŝƚĂƚĞ ǁŽƌŬŝŶŐďĞƚǁĞĞŶ ƚŚĞ
directorates now on things that actually you think oh did it take public health to get 
everybody together? ? 
 
This DPH stated that he now works  “ĨĂƌ ŵŽƌĞ ĐůŽƐĞůǇ ǁŝƚŚ ŽƚŚĞƌ ĚŝƌĞĐƚŽƌĂƚĞƐ ? ? and credits the 
location of another corporate director in the next-door office as being important in that.  The 
ďĞŶĞĨŝƚƐ ŽĨ  ‘ĐŽƌƌŝĚŽƌ ĐŽŶǀĞƌƐĂƚŝŽŶƐ ? ǁŝƚŚ ŵĞŵďĞƌƐ ĂŶĚ ŽĨĨŝĐĞƌƐ ŝŶ ŽƚŚĞƌ ĚĞƉĂƌƚŵĞŶƚƐ ǁĞƌĞ
mentioned by other interviewees too.  The DPH in site A saw the positive influence public health was 
having on the LA:  
 
 “ĞǀĞŶǁŚĞŶǁĞ ?ƌĞŶŽƚŝŶǀŽůǀĞĚŝŶƐƚƵĨĨ/ŚĞĂƌŶŽǁŽƚŚĞƌĐŽůůĞĂŐƵĞƐƐĂǇŝŶŐ ? ?ǁĞůů ?ǁĞ ?ƌĞƚĂŬŝŶŐ
ĂƉƵďůŝĐŚĞĂůƚŚĂƉƉƌŽĂĐŚƚŽƚŚŝƐ ?ƐŽǁĞ ?ƌĞĚŽŝŶŐƚŚĞĂŶĂůǇƐŝƐŽĨĂůů ƚŚĞĚĂƚĂ first and try to 
ƵŶĚĞƌƐƚĂŶĚǁŚĞƌĞǁĞĂƌĞďĞĨŽƌĞǁĞĚĞĐŝĚĞǁŚĞƌĞǁĞ ?ƌĞŐŽŝŶŐƚŽŐĞƚƚŽ ? ?
 
 “^Ž ƋƵŝƚĞ ŽĨƚĞŶ ? ǇŽƵ ŬŶŽǁ ? ŶŽ ŵĂƚƚĞƌ ǁŚĞƌĞ ŽƵƌ ůĞĂĚĞƌ ŐŽĞƐ ? ŚĞ ŚĞĂƌƐ Ăůů ƚŚĞ ŽƚŚĞƌ
directorates talking about public health and ǁĞ ?ƌĞ ĚŽŝŶŐ ƚŚŝƐ ǁŝƚŚ ƉƵďůŝĐ ŚĞĂůƚŚor ǁĞ ?ƌĞ
ĚŽŝŶŐƚŚĂƚǁŝƚŚƉƵďůŝĐŚĞĂůƚŚ ? ?
 
In the context of budget cuts, the bringing in of public health presented opportunities to other 
directorates (such as the pooling of financial and human resources), as this head of service (non-
public health) in Site D explained: 
 
 “tĞ ?ǀĞ ďĞĞŶ ĂďůĞ ƚŽ ĚŽ ƐƚƵĨĨ ŝŶ ƋƵŝƚĞ ŐůŽƌŝŽƵƐ ŝƐŽůĂƚŝŽŶ ďĞĨŽƌĞ ? ĂŶĚ ǁĞ ĚŽ ŶŽƚ ŚĂǀĞ ƚŚĞ
resource to do that anymore.  And if we want to achieve things, some of them which are a 
ƐƚĂƚƵƚŽƌǇƌĞƋƵŝƌĞŵĞŶƚ ?ǁĞ ?ǀĞŐŽƚƚŽƚŚŝŶŬĂďŽƵƚŚŽǁƚŽĚŽŝƚ differently ?. 
 
In some cases, these opportunities could feel like a threat to public health officers, who were now in 
the position of protecting and defending their public health budget.  A non-public health manager in 
site C commented that:  
 
 “dŚĞ ďŝŐŐĞƐt problem was public health came across with a big ring-fenced budget at the 
time that austerity kicked in, so basically, all the Directors of Public Health have had to do, is 






However, in several of our sites, the public health teams seemed reconciled with the fact that the 
public health budget would now be used to fund others services  W in many cases, services that would 
have been cut had public health funding not been available (see also section 4.2.2  W financial 
capacity).  In sites A and B, public health investments into other parts of the council (such as 
ĐŚŝůĚƌĞŶ ?ƐĐĞŶƚƌĞƐ ?ŽƌĞŶǀŝƌŽŶŵĞŶƚĂůŚĞĂůƚŚ ?ŚĂǀĞŚĞůƉĞĚƚŽďƵŝůĚƌĞůĂƚŝŽŶƐŚŝƉƐ ?ĂŶĚŚĂǀĞŚĞůƉĞĚƚŽ
embed public health outcomes and ways of working in other departments (for instance, by ensuring 
evidence is  collected in order to be able to assess outcomes over time).  In addition, a transport 
manager in site D noted how public health had co-funded various initiatives with them, and 
discussions were underway on pooled budgets in certain areas. In site C, a public health lead 
commented that:  
 
 “tĞ ?ǀĞ ŐŽŶĞ ƚŚƌŽƵŐŚ Ă ƉƌŽĐĞƐƐ ŚĞƌĞ ďǇ ǁŚŝĐŚ ŽǀĞƌ ƚǁŽĂŶĚ Ă ŚĂůĨ ŵŝůůŝŽŶ ƉŽƵŶĚƐ ŽĨ ƚŚĞ
public health budget is now going into broad council services that are delivering on public 
ŚĞĂůƚŚŽƵƚĐŽŵĞƐ ?ĂŶĚƚŚĂƚ ?ƐďĞĞŶĚŽŶĞǀĞƌǇĂƉƉƌĞĐŝĂƚŝǀĞůǇŚĞƌĞĂƐĂƉƌŽĐĞƐƐ ?.   
 
In the same site, a (non-public health) HWB member observed: 
 
 “ ?ƉƵďůŝĐŚĞĂůƚŚƉƵƚ ? ? ? ? ? ? ? ?ŝŶƚŽƐŽƌƚŽĨ ?ƚŚĞŐƌĂŶƚƐƉŽŽůĂŶĚŝƐ ?ƐŽƌƚ of, you know, topping 
ƵƉ ƚŚĞǀŽůƵŶƚĂƌǇ ƐĞĐƚŽƌƉŽƚĞĨĨĞĐƚŝǀĞůǇĂŶĚ ƚŚĞƌĞ ?ƐďĞĞŶƐŽŵĞƋƵŝƚĞ ŝŶƚĞƌĞƐƚŝŶŐǁŽƌŬ ƚŚĂƚ ?Ɛ
ĐŽŵĞ ŽƵƚ ŽĨ ƚŚĂƚ ĂŶĚ ? / ƚŚŝŶŬ ? ƚŚĞǇ ?ǀĞ ďĞĞŶ ƋƵŝƚĞ ŬĞĞŶ ƚŽ ŐĞƚ ŝŶǀŽůǀĞĚ ŝŶ ƚŚĂƚ ƐŝĚĞ ŽĨ ƚŚĞ
ĐŽƵŶĐŝů ƐŽ ŝƚ ?Ɛ ? ƐŽƌƚ ŽĨ ? ǁŽƌŬĞĚ ďŽƚŚ ǁĂǇƐ ? ? ? Ƶƚ ĂůƐŽ ŝƚ ?Ɛ ŵĂĚĞ ƉĞŽƉůĞ ƚŚŝŶŬ Ă ďŝƚ ŵŽƌĞ
ǁŚĞƌĞĂƐ ?ŽŚ ?ǁĞůů ?ǁĞ ?ĚĂůǁĂǇƐũƵƐƚĨƵŶĚƚŚŝƐ ?ĐŽƵŶĐŝůƐĞƌǀŝĐĞ ?ǁĞ ?ĚũƵƐƚĨƵŶĚŝƚ ?ĂŶĚŶŽǁǁĞ
ƐĂǇ ?ŽŚ ?ƐŚŽƵůĚŶ ?ƚƉƵďůŝĐŚĞĂůƚŚďĞĨƵŶĚŝŶŐŝƚ ? ? 
 
Whilst there was a generally optimistic sense about the extent of embeddedness across the councils, 
ŝƚǁĂƐŽĨƚĞŶǀŽŝĐĞĚŝŶƚĞŶƚĂƚŝǀĞƚĞƌŵƐ ?ƵƐŝŶŐǁŽƌĚƐůŝŬĞ ‘ďĞŐŝŶŶŝŶŐƚŽ ? ?Žƌ ‘ƉůĂŶƐĨŽƌ ? ?,ŽǁĞǀĞƌ ?ǁĞ
came across some good examples of joint working at project level.  One public health officer (site A) 
demonstrated having worked with other officers right across the council on developing an active 
travel strategy and programme proposals to address physical inactivity.  In site B, interviewees 
discussed joint working on a large work programme on childhood obesity, which enabled public 
health to work closely across the LA, and promoted Ă  ‘whole council approach ? to obesity 
prevention.  
 
In our interviews with members of other directorates, there was often a desire expressed to work 
collaboratively with public health, and most mentioned that they would like to engage more with 
them but were hampered due to the lack of public health resources (see section 4.2).  A transport 
manager in site C commented on how the lack of human and financial resources was an issue for 
joint working with public health with the result that  “ ?ǇŽƵǁŝůůĚŽĂŶŚŽƵƌŚĞƌĞĂŶĚĂŶŚŽƵƌƚŚĞƌĞ ?
zĞƐ ? ŝƚ ?Ɛ ŶŽƚ ƚŚĞ ŝĚĞĂů ǁĂǇ ŽĨ ĚŽŝŶŐ ŝƚ ? ďƵƚ ŝƚ ǁŝůů ŚŽƉĞĨƵůůǇ ďƌŝŶŐ ďĞŶĞĨŝƚƐ ĞǀĞŶƚƵĂůůǇ ?.  A planning 
manager in one site remarked: 
 
 “ ?/ŵĞĂŶ ?ĨŝƌƐƚĂŶĚĨŽƌĞŵŽƐƚƚŚĞmost recent change with public health has been budgetary 





side, because before that, and I think it will go on but with less support or urgency, a project 
has begun to sort of say how do we integrate public health and planning, how do we 
integrate public health into planning or health into planning in a more effective way? 
Because there has been some discussion for a while about what planning can do in terms of 
public health. ? 
 
In two of our sites, planning officers mentioned that they have had to seek engagement from public 
ŚĞĂůƚŚĂŶĚŐŽ ‘ŬŶŽĐŬŝŶŐŽŶƚŚĞŝƌĚŽŽƌ ?ƌĂƚŚĞƌƚŚĂŶƚŚĞŽƚŚĞƌǁĂǇĂƌŽƵŶĚ ?/ŶďŽƚŚƐŝƚĞƐ ?ƚŚĞƌĞǁĂƐ
pressure from councillors (who objected to the increasing number of fast-food shops) to address 
both the proliferation and health impact of hot food takeaways.  
 
Whilst some sites demonstrated areas of joint work with planning, such as in site C where there was 
joint work on hot food take-away premises, in other sites, work with planning departments seemed 
to be particularly slow.  Interview data indicated that this might be due to lack of understanding 
about how planners can make a difference to population health, or it might be due to apparently 
conflicting agendas.  Either way, it appeared from our case study work to be difficult for public 
health officers to get a foot-hold in this area.  A public health specialist in one of our two-tier council 
sites described her experience of trying to engage with planners within a group of district council 
planning officers.  Despite presenting positive examples of joint work carried out in the neighbouring 
(unitary) authority, the group were reluctant to engage: 
 
 “ƚŚĞǇ ǁĞƌĞ ƌĞĂůůǇ ĐŽŵŝŶŐ ĨƌŽŵ ƋƵŝƚĞ ĚŝĨĨĞƌĞŶƚ ? ? ? / ƚŚŝŶŬƚŚĞƌĞ ?Ɛ Ă ŐĞŶƵŝŶĞ ĐŽŶĐĞƌŶ ĨƌŽŵ
planners in [this county] about, you know, the life of town centres, you know, in terms of 
ŵĂŬŝŶŐ ƐƵƌĞ ƚŚĞǇ ?ƌĞ ǀŝďƌĂŶƚ ĂŶĚ ƐŽ-on and I think they... I think they find that quite 
difficult...[The subject] got a very good airing, but I think that the feeling I got from that was 
kind of on balance, they might look to see where [the neighbouring authority] goes with it, 
they might look to see where other authorities go with this, but at the moment, you know, 
ƚŚĞǇ ?ƌĞ ŶŽƚ ĂƐ ŽŶĞ ? ƚŚĞǇ ?ƌĞ ŶŽƚ ƌĞĂůůǇ ŐŽŝŶŐ ƚŽ ƚĂŬĞ ƚŚĂƚ ĂŐĞŶĚĂ ŽŶ ? / ĚŽŶ ?ƚ ƚŚŝŶŬ ? Ăƚ ƚŚĞ
moment ? ?W,ƐƉĞĐŝĂůŝƐƚ ?. 
 
A planning respondent in site E said that whilst they wanted to include health in planning, current 
policy favoured commercial and financial aspects of getting developments built (housing 
developments) such that  “ŝƚ ?ƐŶŽƚďĞĐĂƵƐĞŝƚĚŽĞƐŶ ?ƚĐĂƌĞĂďŽƵƚŚĞĂůƚŚ ?ŝƚ ?ƐũƵƐƚďĞĐĂƵƐĞŝƚďĂůĂŶĐĞƐ
lots of other things ?.  Several interviewees talked about the different pressures that planning officers 
were faced with, which make the integration of health more challenging, and one (non-public 
ŚĞĂůƚŚ ? ŝŶƚĞƌǀŝĞǁĞĞ ŝŶ ƐŝƚĞ  ƐĂŝĚ ƚŚĂƚ ƉƵďůŝĐ ŚĞĂůƚŚ ĂŶĚ ƉůĂŶŶŝŶŐ  “have different ways of talking 
about things ? ? 
 
There were obviously more difficulties in working with relevant departments (such as planning, 
leisure, housing, environmental health) in two-tier authorities, since these departments are found in 
different organisations  W multiple district councils, each with their own organisational structures, 
processes, histories and cultures.  The challenges of working across multiple district councils were 





being in the same location.  In addition, there was a key question of public health staff capacity, 
since a small pool of consultants and specialists might be spread across up to 12 district councils.  In 
site D, whilst there were examples of good links between public health and planning in one district 
(public health staff conducted a rapid health assessment of a new housing development and 
suggested improvements in a number of areas), in another district, there were seen to be potential  
barriers to joint working, as this planning manager noted: 
 
 “ ?ǁĞ ?ƌĞ ŶŽƚ Ăůů ŝŶ ƚŚĞ ƐĂŵĞ ďƵŝůĚŝŶŐ ĂŶĚ ǁĞ ĞĂĐŚŚĂǀĞŽƵƌ ĚŝĨĨĞƌĞŶƚ ƉŽůŝƚŝĐƐ and we each 
have our different cultures of the organisations.  All of those things just add to the difficulty 
ŽĨŝƚŝŶŵǇŵŝŶĚĂŶĚ ?/ ?ŵũƵƐƚ ?ďĞŝŶŐďƌƵƚĂůůǇŚŽŶĞƐƚ ?ŝĨ/ǁĂƐƚŽŐŽƚŽŵǇďŽƐƐĂŶĚƐĂǇ ?ǇŽƵ
know what, we want to do this, we want to hook up with the sustainable travel of the county 
ĂŶĚ ǁŝƚŚ ƉƵďůŝĐ ŚĞĂůƚŚ ƚŽ ƉƌŽŵŽƚĞ ƐŽŵĞ ĐǇĐůŝŶŐ ƌŽƵƚĞƐ ? ƚŚĞ ĨŝƌƐƚ ƋƵĞƐƚŝŽŶ / ?ůů ŐĞƚ ŝƐ ? ǁĞůů ?
ƚŚĂƚ ?ƐĂůŽƚŽĨĞĨĨŽƌƚ ?ǁŚĞƌĞ ?ƐǇŽƵƌďƵƐŝŶĞƐƐƉůĂŶ ?tŚĂƚĂƌĞǇŽƵŐŽŝŶŐƚŽŐĞƚŽƵƚŽĨŝƚ ? ? 
 
 
4.2. Organisational capacity 
The reforms were expected to bring about better public health outcomes, without the investment of 
significant extra resources (and indeed, despite the contraction of financial resources). Improved 
outcomes were presumably expected to arise from existing capacity (such as tools, skills, staff and 
infrastructure) being used in new ways, or perhaps being more effectively used within new 
structures, systems and roles.  
 
Some elements of capacity (eg. organisational structures, systems and processes) are difficult to 
assĞƐƐ ĂŶĚ ƋƵĂŶƚŝĨǇ ? ĂŶĚ ŽƚŚĞƌƐ Ɛƚŝůů ĂƌĞ ĞǀĞŶ ŵŽƌĞ  ‘ŝŶǀŝƐŝďůĞ ?(eg. ŽƌŐĂŶŝƐĂƚŝŽŶĂů  ‘ĂƚƚŝƚƵĚĞ ? ?
empowerment and identity).  But the inter-relationships between different elements of capacity are 
important. For instance, if a public health team has money, IT equipment, software, and access to 
public health data, it has a certain amount of capacity.  But that capacity is of little use without 
personnel capacity in terms of staff sufficiently knowledgeable, skilled and confident to make 
effective use of the tools available.  Furthermore, a public health team would need to include a 
varied range of skills and experiences sufficient to effectively work across all three domains of public 
health (health improvement, health protection and improving services). Assuming the team is 
ŽƉƚŝŵĂů ŝŶ ƚĞƌŵƐ ŽĨ ƉĞƌƐŽŶŶĞů ĐĂƉĂĐŝƚǇ ĂŶĚ ŝƚƐ  ‘Ĩŝƚ ?ǁŝƚŚ ďŽƚŚ ƚŚĞ ƚǇƉĞŽĨ ǁŽƌŬ ĂŶĚ ƚŚĞ ǁŽƌŬůŽĂĚ ?
there needs to be clear processes whereby the staff are supported, supervised and motivated, for 
ƚŚĞŽƌŐĂŶŝƐĂƚŝŽŶƚŽŵĂŬĞƚŚĞŵŽƐƚŽĨƚŚĞƚĞĂŵ ?ƐƉerformance and personnel capacities.  In order to 
make best use of the staff team, the facilities and the support services, appropriate structures, 
systems and processes are required.  These sections explore some of these aspects of capacity.  
 
4.2.1 Personnel capacity 
/ƚƐĞĞŵƐĂƐƚŚŽƵŐŚƉƵďůŝĐŚĞĂůƚŚƐƚĂĨĨĂƌĞŝŶĐƌĞĂƐŝŶŐůǇďĞŝŶŐ ‘ƐƚƌĞƚĐŚĞĚ ?ĂĐƌŽƐƐĂŐƌĞĂƚĞƌŐĞŽŐƌĂƉŚŝĐĂů
area and/or range of organisations.  Public health staff are often shared across councils (see section 
3  W sharing arrangements were reported by a third of our respondents).  In addition, in some 
ĐŽƵŶĐŝůƐ ?ƉƵďůŝĐŚĞĂůƚŚƐƚĂĨĨĂƌĞĂůƐŽŝŶĐƌĞĂƐŝŶŐůǇďĞŝŶŐ ‘ƐƚƌĞƚĐŚĞĚ ?ĂĐƌŽƐƐŽƚŚĞƌƐĞƌǀŝĐĞĂƌĞĂƐ ?  When 





responsibilities (51%, (N=73) compared to 36% (N=84) in 2014), and fewer had handed over 
responsibilities to other parts of the authority (11%, (N=71) in 2015 compared to 25% (N=79) in 
2014).  The free text replies gave more details, showing that DsPH were taking on responsibility for 
areas like leisure, culture, libraries, environmental health, as well as adult social care and early years. 
(See Fig 2). Whilst the 2014 DPH survey found that in most cases public health teams either 
remained the same or were made smaller (see section 3.2 of Peckham et al 2015), replies to the 
2015 survey suggested that the situation had not altered during the intervening 12 months. 
 




Several interviewees in our case study sites talked about having to address skill gaps in their team 
following the transition.  Sometimes this was to be able to carry out a previously taken-for-granted 
function that was provided in-house within a PCT (such as finance or procurement).  At other times 
this was to be able to address the new requirements for scrutiny and accountability within the 
council (such as business and strategy planning). Some public health teams (like that in site A) were 
adjusting to a new role solely as commissioners, rather than commissioner/providers, and 
consequently employed more commissioning experts who did not necessarily have public health 
training and expertise.  Simultaneously, the pool of public health consultants and specialists in some 
public health teams (e.g. in sites A, B and E) has reduced.  Our national surveys confirmed that these 
two professional groups had been most affected by staff reductions with 28% (N=72) of authorities 
reporting smaller numbers and only 15% reporting there had been increases in public health 
consultants and specialists (See Fig 3). 
 
In addition, public health teams in our case study sites, like all those across the country, have lost 
public health expertise to PHE and NHSE, which has attracted a significant number of public health 
staff.  A non-public health manager in site C commented that a lot of public health professionals 
ǁĞƌĞ “ůŽƐƚ ?in the transition to LAs, and most of the  “pƌŽŐƌĞƐƐŝǀĞ ?ƉƵďůŝĐŚĞĂůƚŚƉƌĂĐƚŝƚŝŽŶĞƌƐĚŝĚŶŽƚ
enjoy working for local government and have gone back to the NHS and other organisations  W partly 
for better terms and conditions.  Speaking about site C, the manager noted that:  “ ?/ƚŚŝŶŬ ? ?ŝƚ ?ŚĂƐ







0% 20% 40% 60%
Has the DPH gained additional local authority
functions?
Has the DPH handed over / lost some responsibilities
to other parts of the local authority?
Does the DPH now share some responsibilities with









Figure 3: Changes in the last 12 months to size and composition of the public health team (2015 
DPH survey N=72) 
 
 
In site B, one consultant talked about the impact on capacity of having had to restructure their 
workforce prior to moving across to the LA (a restructure driven by cost savings). In this particular 
restructure, everyone below band 7 was made redundant, so that the public health team contained 
ŽŶůǇĂ ‘ƋƵĂůŝĨŝĞĚ ?ƉƵďůŝĐŚĞĂůƚŚǁŽƌŬĨŽƌĐĞ P 
 
 “^Žwe lost a lot of prolific workforce because [this team] had a long tradition in bringing 
people in, giving them the opportunity to get a lot of experience and either start their 
Masters degree or certainly get enough experience to apply for public health training scheme 
so we always had a tradition in actually being sort of a little nursery for people for the 
training scheme and we lost that ? ?W,ĐŽŶƐƵůƚĂŶƚƐŝƚĞ ?. 
 
An interviewee in site A voiced concern about the maintenance of professional standards outside of 
the NHS system.  Similarly, in site C, a public health officer talked about her realisation that in LAs, 
 ‘ƉƌŽĨĞƐƐŝŽŶĂůŝƐŵ ?ŝƐŶ ?ƚƐƵĐŚĂŚŝŐŚůǇĞŵƉŚĂƐŝƐĞĚƋƵĂlity as it is within the NHS:  
 
 “>ŝŬĞǁĞŚĂĚĂƐĞŶŝŽƌŵĂŶĂŐĞƌ ?ƐĐŽŶĨĞƌĞŶĐĞ ?ĂŶĚŝƚǁĂƐďƌŝůůŝĂŶƚƚŚĞǁĂǇŝƚǁĂƐĚŽŶĞ  ?they 
had a quiz - ǁŚĂƚ ?ƐǇŽƵƌƚŽƉƚŚŝŶŐƚŚĂƚǇŽƵǁŽƵůĚƚŚŝŶŬƚŚĂƚƉĞŽƉůĞǁĂŶƚƚŽƐĞĞĨƌŽŵ [this] 
Council?  And on my table I said professionalism is top of the list.  And when we went around 
the table, professionalism on our list, for our table, came about fifth.  It was the only word I 
said: professionalism  ? / ĚŽŶ ?ƚ ƚŚŝŶŬ ĂŶǇƚŚŝŶŐ ŝƐ ŚŝŐŚĞƌ ƚŚĂŶ ƉƌŽĨĞƐƐŝŽŶĂůŝƐŵ ?ĨƌŽŵ ƚŚĞ
ƉƵďůŝĐ ?ƐƉĞƌĐĞƉƚŝŽŶ ?/ƚ ?ƐƉƵďůŝĐŵŽŶĞǇ ?ƐŽǇŽƵ ?ƌĞƉĂǇŝŶŐĨŽƌƉƌŽĨĞƐƐŝŽŶĂůŚĞůƉ ?ƐƵƉƉŽƌƚ ?ĂĚǀŝĐĞ ?
ƐƚĂŶĚĂƌĚƐ ?ŐŽǀĞƌŶĂŶĐĞ ?/ƚŚŽƵŐŚƚ ?/ ?ŵŽŶĂĚŝĨĨĞƌĞŶƚƉůĂŶĞƚƚŽƚŚĞƐĞƉĞŽƉůĞ ?>ŽǀĞůǇƉĞŽƉůĞ ?
ĚŽŶ ?ƚŐĞƚŵĞǁƌŽŶŐ ?ǁĂŶƚƚŚĞďĞƐƚƚŚŝŶŐ ?ďƵƚƚŚĞĨŝƌƐƚƚŚŝŶŐƚŚĂƚĐĂŵĞƚŽmy mind, is very 





Another consultant in site C felt that the dispersed distribution of the public health staff across the 
organisation was also a threat to maintaining  “ƚŚĂƚƉƌŽĨĞƐƐŝŽŶĂůĐƵůƚƵƌĞĂŶĚƐŬŝůůƐ ? ?  A policy officer 
in site A talked about a possible clash between professional values and organisational values.  He 
concluded  “/ ƚŚŝŶŬ ƚŚĂƚ ?Ɛ ďĞĞŶ Ă ŐĞŶƵŝŶĞ ƚĞŶƐŝŽŶ ĨŽƌ ƐŽŵĞ ŽĨ ƚŚĞ ƉĞŽƉůĞ ǁŚŽ ?ǀĞ ĐŽŵĞ ŽǀĞƌ ĨƌŽŵ
public health; is their ultimate respoŶƐŝďŝůŝƚǇƚŽƚŚĞŝƌƉƌŽĨĞƐƐŝŽŶŽƌŝƐŝƚƚŽƚŚĞŝƌŽƌŐĂŶŝƐĂƚŝŽŶ ? ? 
 
As already mentioned, there is continuing flux and turbulence present in the system, with significant 
changes to the structure of public health departments and loss/upheaval of staff.  This situation 
appears to be ongoing for many public health departments who were experiencing continued 
changes to staff, team structures and services.  In the surveys, we found that only 79% of authorities 
(N=57) had the stability of having a DPH in both years.  However, for the remainder there were other 
arrangements or changes in leadership, including switching between established and acting DsPH, 
and some newly appointed DsPH.  This meant that there was a mix of stability and turnover among 
those in the role of DPH. 
 
New questions in the 2015 survey were asked about plans for further changes affecting the public 
health team (Fig 4).  Nearly a half (46%, N=72) of the DPH respondents said their authority planned 
to re-structure and that they expected (further) changes to the size and composition of the public 
health team (45%, N=73); quite a high proportion thought all these were possibly going to happen 
(between 15 and 25 out of 73; 21-34%).   
 
Figure 4: Are there plans affecting public health teams in the next 12 months? (2015 DPH survey 
N=73)  
 
Further analysis of the data suggested that DsPH views were not affected by the local arrangements 
or circumstances of their authority.  However, there were (non-significant) indications that re-
structuring was more likely in London Boroughs (83% (N=12) ƐĂŝĚ ‘ǇĞƐ ? ?ĐŽŵƉĂƌĞĚƚŽ46% (N=72) for 
all LAs), and that there was less organisational change in two-tier authorities compared to unitary 
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health responsibilities or staff would be introduced in the next 12 months with none of the 16 two-
tier respondents ƐĂǇŝŶŐ ‘ŶŽ ? ?ĐŽŵƉĂƌĞĚƚŽ37% for all 73 LAs).   
 
The case study work as a whole also highlighted the ongoing nature of reorganisations and 
redesigns, and research participants in all sites pointed to how unsettling this was.  Interviewees in 
two sites (B and E) described continued feelings of flux within their organisational arrangements 
following departmental restructures, whilst interviewees in site A suggested that vacant public 
health staff posts and the loss of key staff was a continuing issue, although the team had grown. A 
non-public health manager in site C noted of the public health team that:  “ ?ƚŚĞƌĞ ?ƐďĞĞŶĂ ůŽƚŽĨ
ƉĞŽƉůĞůĞĨƚ ?Ƶƚ/ƚŚŝŶŬƚŚŝŶŐƐĂƌĞŽďǀŝŽƵƐůǇƐĞƚƚling down, some people have moved on, some roles 
ŚĂǀĞ ĐŚĂŶŐĞĚ ǁŝƚŚŝŶ ƚŚĞ ƚĞĂŵ ĂŶĚ / ƚŚŝŶŬ ? ŚŽƉĞĨƵůůǇ ? ŝƚ ?ůů ƐƚĂƌƚ ƚŽ ƐĞƚƚůĞ ĚŽǁŶ ?.  In one site in 
particular, respondents found ongoing re-organisation of the public health department and a 
planned service re-design particularly unsettling.  Interviewees suggested that this meant 
uncertainty around future work arrangements and that the corresponding staff changes/reductions 
would ultimately impact on their capacity to deliver services.  One interviewee felt that public health 
staff were at  “breaking poin ?, struggling to cope with the dual challenge of lack of staff and finances 
to do the work needed.  This was expressed as a dilemma of too much work and not enough 
capacity (resource) to do it. 
 
The shortage of public health resources/capacity was also noted by other (non-public health) council 
staff.  A non-public health manager in site C had the impression that public health is  “ ?ƐƉƌĞĂĚƋƵŝƚĞ
thin ? and trying to do a lot but with insufficient resources.  Coupled with this, the continual churn in 
public health staff (changing roles and staff leavers) is also unsettling for those actors in the council 
who endeavour to work with public health.  For example, in one site a councillor described her 
frustration in not being able to access what she needed from public health as they were so resource 
limited.  She explained that she found it difficult to work with public health because they cannot 
commit to anything, making it difficult to do forward planning (in this case on obesity prevention): 
 “ǇŽƵĚŽŶ ?ƚŬŶŽǁǁŚĂƚƌĞƐŽƵƌĐĞŝƐŐŽŝŶŐƚŽďĞƐƵƉƉŽƌƚŝŶŐƚŚĂƚ&ŽŽĚŽĂƌĚ ?.   
 
Similarly, in site C it was noted that capacity issues (lack of human and financial resources) were a 
factor in attempting joint working: 
 
 “I think one of the problems, one of the difficulties there has been is that because public 
ŚĞĂůƚŚŝƐĂǀĞƌǇďŝŐĂƌĞĂĂŶĚƉĞŽƉůĞĂƌĞǀĞƌǇŚĞĂǀŝůǇĐŽŵŵŝƚƚĞĚũƵƐƚĚŽŝŶŐǁŚĂƚƚŚĞǇ ?ƌĞĚŽŝŶŐ
to hit it, and transport is a very big area, that these things don't develop just like that.  There 
ĂƌĞŶ ?ƚƉĞŽƉůĞƐŝƚƚŝŶŐĚŽǁŶƐĂǇŝŶŐ ?ŽŚǁĞůů ?ǇŽƵŬŶŽǁ ? ĞĐĂŶũƵƐƚĚŽƚŚŝƐ ?ĂŶĚǁĞ ?ǀĞŐŽƚƚŚĞ
time just to do this ?(Non-public health officer). 
 
However, our findings suggested that non-public health directorates were benefiting from the 
opportunity to utilise public health skills/tools across the council.  Our surveys showed that results 
were little changed between 2014 and 2015 regarding the support that the public health team 
offered and how actively it was used across councils.  For example, in 2015, 84% of DsPH (N=74) said 





said that other types of support (monitoring data, inequalities analyses and support for 
commissioning) ǁĞƌĞ ‘ĂĐƚŝǀĞůǇ ?ƵƐĞĚ ? 
 
4.2.2 Financial capacity 
Throughout the time of the research, there have been further significant cuts in LA funding.  Soon 
after public health moved into LAs, some councils were already using part of the public health 
budget to pay for services that were not previously within its scope  W in some councils, this was 
talked about positively as investment (as described previously); in other councils, this was more 
negatively described as budget raiding (a discourse that was more common in the specialist press 
than in our case study interviews - see for example Iacobucci 2014, Iacobucci et al 2015).   
In our first phase of interviews, interviewees referred to different uses of resources and the complex 
discussions about how public health resources were being both viewed within LAs and allocated. For 
example in one site a programme lead commented: 
 
 “ ?ǇŽƵ ?ǀĞŚĂĚĂůŽƚŽĨƐĐƌƵƚŝŶǇŽĨpublic health budget, what can we get out of it from other 
directors and other team area[s], and you get all the usual push and shove that goes on 
around budget time, so a request perhaps from transport saying are public health going to 
pay for the gritting is one of the myths that everybody quotes but yes it does go on, and then 
there are a whole range of other topics where people are finding the boundaries and trying 
to work out what is health, what's the purpose, and I think that's been very difficult for 
everybody conceƌŶĞĚ ? ?
 
And in another site, the DPH referred to obvious tensions in budget use: 
 
 “ ? ? ? / ƚŚŝŶŬ ƚŚĞ ĐŽƵŶĐŝůůŽƌƐ ǁŝůů ĞĐŚŽ ƚŚĂƚ ? ƐŽ ǁĞ ŚĂǀĞ ďĞĞŶ ŚĂǀŝŶŐ ǀĞƌǇ ? ǀĞƌǇ ? ǀĞƌǇ ŐŽŽĚ
support from our own councillors, both ways, so we have not been subject to a raid on our 
budget or whatever the...  
Interviewer:  Not even at the start?  Not even an attempted raid? 
Interviewee PƚƚĞŵƉƚƐŚĂǀĞďĞĞŶƚŚĞƌĞ ? ? 
 
In the case of sites A and B, a significant investment into other departments was able to be made 
because the public health teams underspent in the first year.  This underspend was a direct 
consequence of the reforms, in that there were delays in budgets being finalised, contracts being 
moved across and staff vacancies.  Later in the research period, in June 2015, a national cut to the 
public health allocation was announced (£200 million reduction (Williams, 2015)).  Further, we saw 
evidence that the wider cuts to LA ĨƵŶĚŝŶŐǁĞƌĞĂůƐŽďĞŐŝŶŶŝŶŐƚŽ ‘ďŝƚĞ ?ĂŶĚŝŵƉĂĐƚƐŝŐŶŝĨŝĐĂŶƚůǇŽŶ
the capacity of public health to deliver non-mandatory services.  For example, at the time of the 
interviews, there was discussion of weight management programmes being curtailed in site C and 
had been discontinued in site E, where they also drastically reduced the stop smoking service 





public health budget once the ring-fence was removed7, when the council would not have to specify 
what the budget was being used for: 
 
 “/ƚŚŝŶŬ ?ŝƚ ?ƐŐŽŝŶŐƚŽďĞŚĂƌĚĞƌĂŶĚŚĂƌĚĞƌĨŽƌůŽĐĂůĂƵƚŚŽƌŝƚŝĞƐůŝŬĞ ? ?ƵƐ ?ƚŽŶŽƚƌĂŝĚƚŚĞƉƵďůŝĐ
ŚĞĂůƚŚĨƵŶĚƐŽƌ ?ǇŽƵŬŶŽǁ ?ǀŝĂƚŚĞƉƵďůŝĐŚĞĂůƚŚĨƵŶĚƐ ?ŝĨƚŚĞƌĞ ?ƐŶŽŵŽŶĞǇƚŽ ? ?ƚĂŬĞŬŝĚƐŝŶƚŽ
ĐĂƌĞǁŚŽŶĞĞĚƚŽďĞƚĂŬĞŶŝŶƚŽĐĂƌĞ ?ďƵƚ ?/ƚŚŝŶŬ ?ƚŚĂƚ ?ƐǁŚĞƌĞǁĞĂƌĞ ?ĂƚƚŚĞŵŽŵĞŶƚ ?ďƵƚ
ǁŚĞŶ ǇŽƵ ?ƌĞ ƐƚƌƵŐŐůŝŶŐ ƚŽ ĐĂƌƌǇ ŽƵƚ ƚŚĞ ďĂƐŝĐ ƐƚĂƚƵƚŽƌǇ ƐĞƌǀŝĐĞƐ ƚŚĞŶ ǇŽƵ ?ƌĞ ŐŽŝŶŐ ƚŽ ůŽŽŬ
elsewhere for that money ?.  (HWB member)  
 
However, this situation was very different for different authorities.  Two of our sites either had an 
increase in public health investment or were not facing such harsh financial cuts (see section 6). 
 
The surveys suggested that the situation of public health funds across councils was ĨĂŝƌůǇ  ‘ĨůƵŝĚ ? ?
About a quarter of DsPH (26%, N=70) responded in the 2015 survey that additional funds had been 
ŵĂĚĞĂǀĂŝůĂďůĞĨŽƌƚŚĞƉƵďůŝĐŚĞĂůƚŚƚĞĂŵ ?ƐǁŽƌŬ ?ƚŚŝƐĐŽŵƉĂƌĞĚƚŽ ? ?A?, N=85 in 2014).  And 89% of 
DsPH (N=70, and 69% of elected members, N=35, Fig 5) said that the ring-fenced public health 
budget had been used to invest in other LA departments (a similar response to that in 2014).  The 
free text replies showed that some DsPH had gained additional responsibilities in areas such as 
leisure, culture, libraries, environmental health, as well as adult social care and early years which 
might account for some of the additional funding.  Comments about the public health budget 
showed that it had been used to invest in a very ǁŝĚĞƌĂŶŐĞŽĨƚŚĞĐŽƵŶĐŝů ?ƐĂĐƚŝǀŝƚies, including sport 
ĂŶĚ ůĞŝƐƵƌĞ ? ĐŚŝůĚƌĞŶ ?Ɛ ƐĞƌǀŝĐĞƐ ? ŚŽƵƐŝŶŐ ? ĞŵƉůŽǇŵĞŶƚ ? ƌĞƐŝůŝĞŶĐĞ ? ƌŽĂĚ ƐĂĨĞƚǇ ? ĂŶĚ ƚŚĂƚ ƐŽŵĞ
investments were to prevent services being cut.   
 
Figure 5: In the last 12 months, has the ring-fenced public health budget been used to invest in 
other local authority departments?  (2015 and 2014 DPH and elected member national surveys) 
 
                                                          
7 It was believed at the time of our interviews and surveys that the ring-fence would be removed in April 2016. 
,ŽǁĞǀĞƌ ?ƚŚĞŚĂŶĐĞůůŽƌ ?ƐEŽǀĞŵďĞƌ ? ? ? ?ďƵĚŐĞƚƐƚĂƚĞŵĞŶƚĂŶŶŽƵŶĐĞĚƚŚĂƚƚŚĞƌŝŶŐ-fence would remain 
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Whilst the public health budget was being used fluidly, the allocation of a ring-fenced budget was 
nonetheless seen as useful by public health interviewees.  An interviewee in Site D suggested that 
public health ring-fencing meant they had an allocated budget and were not ůĞĨƚ ‘scrabbling ? around 
for funds  W as they were in the former PCTs, where public health priorities and PCT priorities were 
not always well matched.   
 
New questions in the 2015 survey asked about the LAƐ ?ƉůĂŶƐŝŶƚŚĞůŝŐŚƚŽĨƚŚĞƌĞŵŽǀĂůŽĨƚŚĞƉƵďůŝĐ
health ring-fence, and forthcoming cuts to public health funding.  The majority (94%, N=70) of DsPH 
and elected members (91%, N=35) said their authority had not made a commitment to protect the 
level of public health spending when the ring-fencing was removed.  The six authorities (four from 
the DPH survey and two from the elected member survey) who had made a commitment were all 
unitary authorities (none in London) with populations of less than 450,000, and all four DsPH were 
on the senior corporate management team.  Most DsPH (81%, N=63) and elected members (94%, 
N=33) expected expenditure to decrease in line with the 6% nationally imposed cuts, and around 
two thirds (69%, N=62, and 61%, N=31, respectively) expected further locally imposed cuts to 
expenditure (See Fig 6).   
 
Figure 6: Do you expect expenditure to decrease in line with nationally imposed cuts?  (2015 only) 
 
Comments from DsPH suggested that the public health budget will be expected to contribute to the 
overall savings that councils need to make, whereas some elected members felt it was too early to 
be certain of that.  When asked where the cuts might fall, there were some differences between the 
views of DsPH and elected members (See Fig 7).  As shown in Figure 7, for DsPH, cuts in non-
mandatory services ĂŶĚ ‘ŽƚŚĞƌĂƌĞĂƐ ?were thought most likely (40-41% said 'yes'), followed by NHS 
health checks, mandatory sexual health services and backroom staff (where 29-31% said yes); cuts to 
the public health core offer to the NHS and health protection were felt to be least likely (44-49% of 
DsPH said they did not expect cuts), although many DsPH said cuts in all these areas were possible 








Figure 7: Have you identified areas to be affected by cuts in the public health budget?  (2015 DsPH 
survey N= 64-70).   
 
Note: the figure shows responses to several questions and some respondents did not   answer all the questions.  The 
consequent range in N is small and has little impact on confidence intervals. 
Fewer elected members than DsPH said where they were expecting cuts and they were more likely 
to say they did not know, however, elected members agreed with DsPH that cuts were possible 
across the whole range of areas the survey asked about.  Elected members were less convinced than 
DsPH that back room staff, the public health core offer to the NHS and health protection were safe 
from cuts. 
 
4.2.3 Information / intelligence 
Information resources, and access to information, suffered during the transition period and took a 
while to improve. The impact of the reforms on information resources was a concern voiced by 
stakeholders prior to the HSCA12 being passed, with fears of public health intelligence being 
fragmented and the work of public health networks being lost.   
 
In the later phase of the research, it became apparent that other directorates within some councils 
were becoming more aware of the value of public health data and information as evidence.  In site 
C, for example, public health had developed a good working relationship with licensing, and had 
worked positively on a campaign on the issue of legal highs, where public health provided 
intelligence, had contacts and could use publicity to good effect. In site D, the transport team in 
particular embraced the use of public health data to help target their interventions, and understood 
the necessity of doing this in financially constrained times.  And in sites C and E public health data 
(such as the child measurement data) was used as input to the supplementary planning documents 





There were other advantages brought about, not necessarily by bringing public health into LAs, but 
by bringing multiple public health departments into one.  For example, in one of our sites, three 
former PCT public health teams have become one team.  They recently recommissioned 
obesity services in their jurisdiction from one provider rather than from the three different providers 
they used before: 
 
" we wanted a uniform service based on the best evidence of what it should look like, and 
have it all in one place, with one provider, it makes it very clear" (public health officer).  
 
Similarly, two former PCT public health teams in another site, after becoming one team working 
across the whole county, conducted a wholesale review of the varied weight management services, 
previously provided by a multitude of different providers, and intended to recommission to provide 
a more uniform, evidence-based service.   
 
There were signs in several sites that since the reforms, some public health networks were 
disbanded and some linkages lost:  
 
 ?^Ž/ƵƐĞĚƚŽƐŝƚŽŶĂĐŚŝůĚŚŽŽĚŽďĞƐŝƚǇŐƌŽƵƉ ?dŚĂƚŶŽůŽŶŐĞƌŚĂƉƉĞŶƐƐŝŶĐĞŝƚďĞĐĂŵĞƉĂƌƚŽĨ
ƚŚĞ>ŽĐĂůƵƚŚŽƌŝƚǇ ?^Ž/ĚŽŶ ?ƚƌĞĂůůǇĨĞĞů ?/ĨĞĞůƚŚĂƚ/ŚĂĚƉĂƌƚŶĞƌƐŚŝƉĂŶĚ/ǁĂƐĂŬĞǇƉĂƌƚŶĞƌ
ŝŶƚŚĞƉĂƐƚďƵƚ/ĚŽŶ ?ƚƌĞĂůůǇĨĞĞůƚŚĂƚ/ƐŝƚƌŽƵŶĚĂŶǇƚĂďůĞŶŽǁ ?ĂůƚŚŽƵŐŚǁĞ ?ǀĞƚƌŝĞĚ ? ? ?Non 
 Wpublic health Manager)  
 
The fact that large areas of work (for example, school health improvement) were contracted out by 
councils, meant that it was often the contracted providers that needed to be working closely with 
other council departments (e.g. education).  This did not necessarily appear to be facilitated by the 
commissioning department being within the council.  Indeed, with regards to working with schools, 
several interviewees in both providing and commissioning organisations highlighted other policies 
(like the increase in free or academy schools, the removal of the healthy schools programme and the 
ĞŶĚ ŽĨ ƚŚĞ  ‘ŚĞĂůƚŚǇ ĐŚŝůĚ ŵĂƚƚĞƌƐ ? ƉƌŽŐƌĂŵŵĞ ? ǁŚŝĐŚ ŚĂǀĞƌ ĚƵĐĞĚ ƚŚĞ LAƐ ? ŝnvolvement with 
schools.  It was felt by providers that in the light of these other policies, the transfer of public health 
into LAs lacked in consequence.  However, a public health commissioner in Site A felt that there are 
benefits to the provider (a community NHS trust) being more strongly linked to the council.  She felt 
she was able to work with the provider to develop ways of them better linking with other 
ƉƌŽĨĞƐƐŝŽŶĂůƐĂƚĂůŽĐĂůůĞǀĞů ?ƐƵĐŚĂƐ ‘ĞĂƌůǇŚĞůƉ ?ĂŶĚ ‘ƚƌŽƵďůĞĚĨĂŵŝůǇ ?ǁŽƌŬĨŽƌĐĞƐ ? There were multi-
agency local operational groups that could help with coordination, and there were school-based and 
district-based health plans which could be used to help identify priorities at local level.   
 
An interviewee from a community NHS trust providing public health services in site A felt that she 
had lost a lot of the partnership working in the initial transition.  She said she used to sit on a lot of 
partnership groups/locality groups before the reforms. In some cases, these groups no longer 
existed, and in other cases it was more that her focus had narrowed  W to provide a service she was 





This experience was echoed by a dietician in one site who lamented that she was no longer involved 
in particular groups:   
 
 “ ?ďĞĐĂƵƐĞ/ƵƐĞĚƚŽďĞŽŶĞŽĨƚŚĞĨŽŽĚĨƵƚƵƌĞƐƐƚĞĞƌŝŶŐŐƌŽƵƉŵĞŵďĞƌƐ ?ĂŶĚƚŚĞŶŝƚǁĂƐũƵƐƚ
ĨŽŽĚďŽĂƌĚŵĞĞƚŝŶŐƐ ?/ ?ǀĞŶŽƚŚĞĂƌĚĂŶǇƚŚŝŶŐ ?ƚŽďĞŚŽŶĞƐƚ/ ?ǀĞŶŽƚƐĞĞŶĂŶǇƚŚŝŶŐ ?ƐŽ/ ?ŵŶŽƚ
ƐĂǇŝŶŐƚŚĞǇ ?ƌĞŶŽƚŚĂƉƉĞŶŝŶŐďƵƚ/ ?ŵŶŽƚƐĞĞŝŶŐƚŚĞŽƵƚĐŽŵĞƐŽĨƚŚĂƚ ? ? 
 
A respondent from another site noted that the obesity partnership mentioned previously, had been 
disbanded when public health moved into local government:  
 
 “ ?  ?dŚĞW, ?ĚŝƐďĂŶĚĞĚĂŐƌŽƵƉƚŚĂƚǁĞƌĞŵĞĞƚŝŶŐ ůŝŶŬŝŶŐĂůůŽĨ ƚŚŽƐĞƐĞƌǀŝĐĞƐ ?  /ƚǁĂƐŶ ?ƚ
just about paediatric weight management, it was about the obesity agenda in general 
ĂŶĚ ? ?ƚŚĞǇ ?ĚŝĚŶ ?ƚ ůŝŬĞ ŝƚďĞĐĂƵƐĞ ?ƋƵŝƚĞƌŝŐŚƚůǇ ? ŝƚĚŝĚŶ ?ƚŚĂǀĞĂƚĂƌŐĞƚĞĚ ?ĂĨŽĐƵƐĞĚĞŶŽƵŐŚ
agenda but it was an incredibůǇǀĂůƵĂďůĞŵĞĞƚŝŶŐƉŽŝŶƚĨŽƌƉĞŽƉůĞǁŝƚŚĂƐŚĂƌĞĚŝŶƚĞƌĞƐƚ ? ? 
 
Our data suggested that some former public health networks have been disrupted, with a potential 
threat to local public health information/intelligence. 
 
4.2.4 Supporting structures and processes 
When we examine what is required to enable effective use of the staff, infrastructure, skills and 
tools available, then aspects of leadership and governance become important.  Our data suggested 
that leadership of the public health agenda was more dispersed within LAs, with elected members 
taking a clear role in helping to decide priorities and strategies (Peckham et al 2015).  Depending on 
a variety of factors, such as the character and interest of the elected members, the internal 
organisation of the council, the cooperativeness of other directors, and so on, DsPH might face 
different experiences with regards to their authority and independence to make decisions.  This is 
likely to be most acute in the health improvement domain of public health, as opposed to health 
protection and improving services, which are more easily understood to require specialist/clinical 
knowledge.  In the best situations, public health professionals might be motivated, inspired and 
empowered to develop and implement new ideas.  In site B, for example, the elected member with 
the health portfolio was particularly passionate about childhood obesity.  She invited the incoming 
public health team to think not about what they had been providing, but about what they would like 
to/need to provide to bring about real change in outcomes.  She encouraged the team to think 
ŝŶŶŽǀĂƚŝǀĞůǇ ?ĂŶĚŵĞƚƚŚĞƚĞĂŵ ?ƐƌĞƐƉŽŶƐĞǁŝƚŚĂƐŝŐŶŝĨŝĐĂŶƚĂĚĚŝƚŝŽŶĂůŝŶǀĞƐƚŵĞŶƚŝŶƚŽƚŚŝƐĂƌĞĂ ? 
 
Also in site B, there was work being undertaken to raise the profile of public health within the 
council.  Here, they were progressing a "whole council approach" idea, which aimed to utilise LA 
ƐŬŝůůƐĂŶĚůĞǀĞƌƐ ?ĂŶĚ ‘ƐĞůů ?ƉƵďůŝĐŚĞĂůƚŚƉƌŝŽƌŝƚŝĞƐƚŽƚŚĞ LA.  Initiatives included a tool to help the LA 
think in a more public health way, a fund to enable people from the whole council to submit ideas 
for new projects with a public health focus, and a transformation board to help public health embed 
across the council.  The strategic aim of the public health team in this council waƐ “to have health in 






Our surveys showed that since 2015, there had been an increase in the number of authorities with a 
requirement for other departments always to collaborate with public health on their plans (34%, 
N=67 in 2015, compared to 15%, N=85 in 2014) - a shift that was echoed in the subset for which we 
could make year on year comparisons.  As already mentioned (section 4.1.2) the surveys attributed 
successful integration of public health to strong leadership, high quality staff and PH working right 
across the organisation, factors which had helped to break down the barriers due to differing 
working cultures. 
 
In the worst situations, public health professionals might be restrained or restricted, perhaps 
through lack of resources (evident in all our sites), lack of freedom (to innovate or make their own 
decisions), or perhaps by a lack of support/interest.  In site A, a public health specialist was 
particularly passionate about reducing smoking.  However, she was frustrated by the lack of political 
interest/will to do anything other than deliver individual stop-smoking services.  In one of our sites, a 
newly recruited DPH left after feeling restrained by a dominant senior director to whom they were 
managerially accountable.  Our data suggested that having strong councillor and senior officer 
support (as in site D), or not as suggested in another of our sites, could have a significant impact in 
terms of ƉƌŽŐƌĂŵŵĞƐďĞŝŶŐƉƌŽƚĞĐƚĞĚĂŶĚƚŚĞƌŝŶŐĨĞŶĐĞŶŽƚďĞŝŶŐ ‘ƌĂŝĚĞĚ ? ?
 
One example of potential capacity restraint could be the extent to which the DPH has full power to 
authorise expenditure from the public health budget.  In the surveys, comparing 2015 with 2014, 
there was a small increase in the proportion of DsPH saying it was them alone that authorised 
expenditure from the public health budget (66%, N=70 in 2015, compared to 58%, N=85 in 2014), 
with only very few saying it was in the hands of others (4% in 2015, compared to 14%).  In the subset 
of LAs where we could see year on year change, nearly a third of the DsPH responses indicated that 
there had been changes in who authorised the public health spend.  Another example could be the 
extent to which the W,ŚĂƐ ŝŶĨůƵĞŶĐĞŽǀĞƌŽƚŚĞƌĚĞƉĂƌƚŵĞŶƚƐ ?ĞǆƉĞŶĚŝƚƵƌĞ ? /ŶƚŚĞ  ? ? ? ?ƐƵƌǀĞǇ ?
13% of DsPH (N=70) and 21% of elected members (N=33) said DsPH ŚĂĚ  ‘ƋƵŝƚĞĂ ůŽƚ ?ŽĨ ŝŶĨůƵĞŶĐĞ
ŽǀĞƌŽƚŚĞƌĚĞƉĂƌƚŵĞŶƚƐ ?ĞǆƉĞŶĚŝƚƵƌĞ ?ǁŚĞƌĞĂƐ ? ?A?ŽĨƐW,ĂŶĚ ? ?A?ŽĨĞůĞĐƚĞĚŵĞŵďĞƌƐƐaid DsPH 
had no influence.   
 
In several of our sites, it was apparent that the upheaval of the reforms had had a negative impact 
on the strategic leadership of the public health team  W particularly where there were DPH vacancies 
for a period of time. In two of our sites, there was a suggestion that there was a lack of strategic 
direction for public health and that this in turn was having an impact on the way public health was 
perceived by others within the LA and in site B, on team morale and retention, as this quote 
illustrates: 
 
"We have lost some of that strategic direction and that has a knock on effect on the team, 
the team wants and needs stability, so there is a knock on effect on morale and retention. 
We need strategic direction" (public health consultant) 
 
A lack of clear strategy, it was argued by one interviewee, had left public health weak, rendering 





 “ũƵƐƚďĞĞŶĚƌĂǁŶŝŶƚŽƚŚŝŶŐƐƚŚĂƚŚĂǀĞŶ ?ƚbeen ideal with no support really, no leadership to say, no 
ǁĞ ?ƌĞ ŶŽƚ ŐŽŝŶŐ ƚŽ ĚŽ ŝƚ ? ? In this instance it was also felt that a clear strategy would also have 
enabled public health to present a case for protecting its budget.  
 
One aspect of leadership and governance is the management of accountability.  Elected members 
clearly have a strong scrutiny role, and for one elected member in site A, this meant that public 
health were beginning to be a lot more specific about what they were trying to do.  However, a 
stronger focus on limited central measures of performance might fail to take into account that there 
are multiple influences on the health choices individuals make.  This non-public health manager was 
sceptical about some policies adopted by public health professionals:  “ ?ƚŚĞƌĞ ?ƐĂůƐŽƚŚŝƐƉĂƚƌŽŶŝƐŝŶŐ
ĂƚƚŝƚƵĚĞƚŚĂƚƉĞŽƉůĞũƵƐƚŶĞĞĚŝŶĨŽƌŵĂƚŝŽŶ ?ǁĞůůƚŚĞǇĚŽŶ ?ƚ ? ? ? ? They argued that public health officers 
needed to involve councillors more bĞĐĂƵƐĞƚŚĞǇŬŶŽǁƚŚĞŝƌǁĂƌĚĂŶĚŚĂǀĞƚŚĞŝƌ ‘ĞĂƌŽŶƚŚĞŐƌŽƵŶĚ ?
as to what is going on in their area.  Another non-public health manager argued that public health do 
not understand how LAs and councillors work and used smoking cessation as an example:  
 
 “The worst thing you can do to a councillor, if the councillor says, I want to do something 
ĂďŽƵƚƐŵŽŬŝŶŐ ?ǁŚĂƚŵŽƌĞĐĂŶǁĞĚŽ ?zŽƵĚŽŶ ?ƚǁĂŶƚĂƉƵďůŝĐŚĞĂůƚŚƉĞƌƐŽŶƐĂǇŝŶŐ ?ǁĞůů
ǁĞ ?ƌĞ ĚŽŝŶŐ Ăůů ƚŚĞ ĞǀŝĚĞŶĐĞ ďĂƐĞĚ ǁŽƌŬ ? ƚŚĞƌĞ ?Ɛ ŶŽƚŚŝŶŐ ŵŽƌĞ ǁĞ ĐĂŶ ĚŽ ? ďĞĐĂƵƐe 
everything else would just be guess work, ďƵƚƚŚĂƚ ?ƐǁŚĂƚƐŽŵĞƉĞŽƉůĞƐĂǇ ?.   
 
There were signs of frustration in site A from public health providers who were feeling the pressure 
to demonstrate the achievement of specific outcomes being passed on to them via the public health 
commissioners.  In a fragmented system, and with complex health issues, the achievement of health 
outcomes depends on a wide range of actors playing their part.  A manager in a provider trust 
explained that much of their work in preventing childhood obesity is underpinned by developing 
good relationships with schools, and engaging them in the agenda.  This takes a huge amount of 
their time and energy, but is difficult to evidence in terms of outcomes: 
 
 “dŚĂƚ ?Ɛ for me part of that strƵŐŐůĞĂƚƚŚĞŵŽŵĞŶƚďĞĐĂƵƐĞǁĞ ?ƌĞĐŽŵŵŝƐƐŝŽŶĞĚǀĞƌǇŵƵĐŚ
ĂƌŽƵŶĚ ?Žƌ ůŽŽŬŝŶŐĂƚŽƵƚĐŽŵĞƐĂŶĚ ?ǇŽƵŬŶŽǁ ?ŚŽǁĚŽǇŽƵƉƌŽǀĞƚŚĞǁŽƌƚŚŽĨƚŚĂƚ ? /ƚ ?Ɛ
very ĚŝĨĨŝĐƵůƚŝŶƚŚĞǁŽƌůĚŝŶǁŚŝĐŚǁĞůŝǀĞ ? ? ? 
 
 “^Ž ƉĂƌƚ ŽĨ Ă ƉŝĞĐĞ ŽĨ ǁŽƌŬ ƚŚĂƚ ǁĂƐ ĚŽŶĞ ƌĞĐĞŶƚůǇ ďǇ ĂĐŽŶƐƵltancy for [the council] was 
asking us specifically ŚŽǁŵƵĐŚƚŝŵĞĚŽǇŽƵƐƉĞŶĚ ?ŚŽǁŵƵĐŚĚŽĞƐŝƚĐŽƐƚ ?ĂŶĚǁŚĂƚ ?ƐǇŽƵƌ
unit BMI reduction across all of our services.  Now absolutely from a tier three on my adult 
weight management, we should know the answerƐƚŽƚŚĂƚ ?ďƵƚǇŽƵĐĂŶ ?ƚĚŽŝƚĨŽƌƚŚĞŽƚŚĞƌƐ ?
 ? /Ĩ ƚŚĞǇ ?ƌĞ ůŽŽŬŝŶŐ Ăƚ ƚŚŽƐĞ ŽƵƚĐŽŵĞƐ ǇŽƵ ?ǀĞ ŐŽƚ ƚŽ ĂůŵŽƐƚ ĐŽŵŵŝƐƐŝŽŶ Ă ĐůŝŶŝĐĂů-type 
service - which sits quite comfortably with me as a dietician - ǇŽƵŬŶŽǁ ?/ ?ŵƋƵŝƚĞŚĂƉƉǇǁŝƚŚ
that - ďƵƚƚŚĂƚ ?ƐŶŽƚƉƵďůŝĐŚĞĂůƚŚ ? ?WƌŽǀŝĚĞƌ). 
 
4.3. Public health activities  
As mentioned in the introduction to this section, public health activity was expected to change to 
include a greater emphasis on the wider determinants of health, to incorporate a broad view of 





with other activity locally to maximise benefits.  Public health activities will be determined in part by 
a process of needs identification and prioritisation, and the development of strategies.   
 
4.3.1 Prioritisation 
In terms of determining public health priorities, the field is open to a greater range of decision 
makers within LAs, including elected members as well as public health experts.  This means that 
ƚŚĞƌĞŝƐŵŽƌĞŽĨĂŶŽƉƉŽƌƚƵŶŝƚǇĨŽƌƉƌŝŽƌŝƚŝĞƐĂŶĚĂĐƚŝǀŝƚǇƚŽďĞĚƌŝǀĞŶďǇůŽĐĂů ‘ŐƌĂŶƵůĂƌ ?ŬŶŽǁůĞĚŐĞ
(by virtue of elected memberƐŚĂǀŝŶŐ ‘ƐŽĨƚ ?ŝŶƚĞůůŝŐĞŶĐĞŽĨƚŚĞŝƌůŽĐĂůǁĂƌĚĐŽŶƐƚŝƚƵĞŶĐŝĞƐ ? ?ĂƐǁĞůůĂƐ
by local politics and the ideology of an elected member and/or the controlling party.  We saw some 
evidence of the influence of elected members on priority setting.   
 
In the surveys, elected members were asked the extent of their influence over the priorities of the 
LA and also for their influence over the public health team.  Results for elected members were 
similar in both rounds of our survey with few councillors reporting that they were not able to 
influence public health priorities. For example the results in 2015 showed that 43- ? ?A?ĨĞůƚ ‘ĂůǁĂǇƐ ?
able (N= ? ?ĂŶĚ ? ? ? ?ŶĞĂƌůǇŚĂůĨ ‘ƋƵŝƚĞŽĨƚĞŶ ?ĂďůĞ ?N= ? ?ĂŶĚ ? ? ? ?ĂŶĚ ?A? ‘ŶŽƚŽĨƚĞŶ ?ĂďůĞ ?N=37 and 
38) to influence priorities of the authority and the public health team respectively. 
 
Within our case study sites, an elected member with the public health portfolio in a Conservative 
council explained how members might sway priorities in a more subtle way:  
 
 “tobacco is one issue whicŚƉƌŽďĂďůǇǁŽƵůĚŶŽƚĂƉƉĞĂůƚŽƚŚĂƚŵĂŶǇŽŶƐĞƌǀĂƚŝǀĞƐ ?dŚĞǇ ?ƌĞ
ŶŽƚƉĂƌƚŝĐƵůĂƌůǇŝŶƚĞƌĞƐƚĞĚŝŶŝƚ ?ƚŚĞǇƚŚŝŶŬŝƚ ?ƐĂƉƌĞƚƚǇ ? ? ? ‘oh well if people smoke themselves 
ƐŝůůǇ ?ůĞƚƚŚĞŵƐŵŽŬĞƚŚĞŵƐĞůǀĞƐƐŝůůǇ ? ? So if I tried to put forward lots of measures which are 
ŐŽŝŶŐƚŽƌĂƉŝĚůǇĂŶĚŵĂƐƐŝǀĞůǇŝŶĐƌĞĂƐĞƐƉĞŶĚŝŶŐŽŶƚŽďĂĐĐŽĂŶĚĐŝŐĂƌĞƚƚĞƐ ?/ ?ĚŚĂǀĞƚŽǁŽƌŬ
quite hard for that.  Interestingly however, drugs and alcohol is something which they are 
ǀĞƌǇŝŶƚĞƌĞƐƚĞĚŝŶ ? ?
 
He subsequently explained that the interest in drugs and alcohol came from an antisocial behaviour 
perspective, rather than a health one. He explained that he goƚ “a bit less support actually in things 
ĂƌŽƵŶĚ ůŝŬĞ ŽďĞƐŝƚǇ  ? ŽďĞƐŝƚǇ / ŚĂǀĞ ƚŽ ǁŽƌŬ ƋƵŝƚĞ ŚĂƌĚ Ăƚ ? ? In this site, the elected member for 
health appeared slightly out of kilter with his fellow cabinet members, and positively championed 
those issues which otherwise might be difficult to get on the agenda. 
 
4.3.2 Strategy development 
The key public health priorities as identified through the joint strategic needs assessments are likely 
to be consistent with those identified prior to the reforms.  However, with the identification of a 
defined public health grant (which did not exist prior to the reforms), there were opportunities to 
set those priorities against the allocation of spend across the various services 
commissioned/provided by the public health team.  This was enabling public health teams and their 






Elected members and other senior officers in the council did seem to be playing an active part in the 
development of strategy around how to improve health.  In our survey, elected members were 
asked if they would like to see their LA change the way it went about improving health.  The results 
ƐŚŝĨƚĞĚĨƌŽŵƚŚĞŵĂũŽƌŝƚǇŝŶ ? ? ? ?ƐĂǇŝŶŐ ‘ŶŽ ?/ƚŚŝŶŬǁĞŚĂǀĞŐŽƚŝƚĂďŽƵƚƌŝŐŚƚ ?ƚŽƚǁŽƚŚŝƌĚƐƐĂǇŝŶŐ
they want to see change a year later (66% N=32 in 2015, compared to 45% N=44 in 2014).  Only a 
few comments were made to expand on this, suggesting that public health should be mainstreamed 
across the authority, and that public health staff should be less territorial about how their budget is 
spent.  The shift towards wanting change may be influenced by the fact that there were more 
elected members in the 2015 survey (30% N=47, compared to 10% N=51 in 2014) who were new to 
the health portfolio. 
 
LAs also bring a level of scrutiny, informed by over fifteen years of implementing best value8, which 
is different to that found in the NHS.  In some of our case study sites, this prompted questions to be 
raised and reviews to be conducted. In site A, for example, the leader (in 2014) explained their 
approach as a council to thinking about the non-statutory public health spend: 
 
 “tĞůů ?ƐŽƚŚĞƌĞǁĞ ?ǀĞŐŽƚƚŽƐƚĂƌƚĂƚƌĞǀŝĞǁŝŶŐŝƐƚŚĂƚĚĞůŝǀĞring to the right priorities or not?  
Is it value for money or not?  And what should we stop doing and what should we start 
ĚŽŝŶŐ ?  ŶĚ ǁĞ ?ƌĞ Ăƚ ƚŚĂƚ ƐƚĂŐĞ ŽĨ ĂŶĂůǇƐŝŶŐ ǁŚĂƚ ?Ɛ ŐŽŶĞ ŽŶ ĂŶĚ ƐƚĂƌƚŝŶŐ ƚŽŚĂǀĞ ƚŚĞ ďŝŐ
ĐŽŶǀĞƌƐĂƚŝŽŶ ĂďŽƵƚ ǁŚĞƚŚĞƌ Žƌ ŶŽƚ ƚŚĞǇ ?ƌĞ Ɛuccessfully delivering the outcomes for which 
that money is intended. And I think the answer is probably certainly not in many, many 
ĐĂƐĞƐ ? ?
 
In 2015, the public health team in that council conducted a comprehensive review of their 
department to answer a series of key questions, including  “do we invest our grant in the right way? ?
(internal case study document).  This was leading to wide changes in what services were 
commissioned and how they would be delivered.  
 
Freedom to pursue different approaches  W and particularly ones that seek to tackle socio-
environmental determinants of health - will depend (at least in part) on the core understandings 
about the causes of public health problems, and how they should subsequently be tackled, amongst 
key council decision makers.  These core understandings might determine strongly the approach 
taken to a problem, and it might be unreasonable to expect these understandings to shift to any 
great extent, particularly where there is such dominance of particular discourses  W for instance, that 
ŽďĞƐŝƚǇĐĂŶďĞĞĨĨĞĐƚŝǀĞůǇ ‘ƚƌĞĂƚĞĚ ?ƚŚƌŽƵŐŚůŝĨĞƐƚǇůĞĐŚĂŶŐĞ ?hŶĚĞƌƐƚĂŶĚŝŶŐƐŽĨƚŚĞƉƌŽďůĞŵƐŚĂƉĞ
                                                          
8 Best Value Statutory Guidance ŽĨ ? ? ? ? P “hŶĚĞƌƚŚĞƵƚǇŽĨĞƐƚsĂůƵĞ ?ƚŚĞƌĞĨŽƌĞ ?ĂƵƚŚŽƌŝƚŝĞƐƐŚŽƵůĚ
consider overall value, including economic, environmental and social value, when reviewing service provision. 
As a concept, social value is about seeking to maximise the additional benefit that can be created by procuring 
or commissioning goods and services, above and beyond the benefit of merely the goods and services 







the way in which responses are thought about and constructed.  This councillor, for instance, 
discussed health inequalities across his authority; he stated that: 
 
 “ŽƵƌďŝŐĐŚĂůůĞŶŐĞŝƐŚĞĂůƚŚŝŶĞƋƵĂůŝƚŝĞƐĂŶĚĂďŽǀĞĂůůĞůƐĞƌĞĚƵĐŝŶŐŚĞĂůƚŚŝŶĞƋƵĂůŝƚŝĞƐŝƐƚŚĞ
ďŝŐƚŚŝŶŐǁĞ ?ǀĞŐŽƚƚŽĨŽĐƵƐŽŶ ? ? 
 
He went on to give an insight into his understanding of the problem.  He explained that in their more 
deprived wards: 
 
 “WĞŽƉůĞĚŽŶ ?ƚŬŶŽǁŚŽǁƚŽƐƚĂǇŚĞĂůƚŚǇ ?ƉĞŽƉůĞĚŽŶ ?ƚŐŽĨŽƌƚĞƐƚƐ ?ƉĞŽƉůĞĚŽŶ ?ƚ ? ? ?/ĨƚŚĞǇ ?ƌĞ
ƚŽůĚƚŽŐŽƚŽƚŚĞĚŽĐƚŽƌƐƚŚĞǇĚŽŶ ?ƚďŽƚŚĞƌŐŽŝŶŐ ? ? 
 
The leader of the same council also talked about his understanding of the same problem 
(inequalities).  Talking about those living in the more deprived wards, with lower life expectancies, 
he said: 
 
 “ĂůŽƚŽĨƚŚŽƐĞƚŚĂƚĚŝĞĞĂƌůǇŚĂǀĞŶ ?ƚďĞĞŶƚŽĂĚŽĐƚŽƌĨŽƌƌĞŐƵůĂƌĐŚĞĐŬ-ƵƉƐƐŽ ? ? ?ĂŶĚƚŚĞǇ ?ǀĞ
never been prescribed hypertensive drugs ĂŶĚƚŚĞǇ ?ǀĞŶĞǀĞƌďĞĞŶƉƌĞƐĐƌŝďĞĚƐƚĂƚŝŶƐ ?ƐŽƚŚĞǇ
walk around at the age of 55 with high blood pressure and furred up arteries because 
ŶŽďŽĚǇ ?ƐĞǀĞƌƉƵƚƚŚĞŵŽŶƐƚĂƚŝŶƐĂŶĚƐƵƌƉƌŝƐĞƐƵƌƉƌŝƐĞƚŚĞǇŚĂǀĞƐƚƌŽŬĞƐĂŶĚŚĞĂƌƚĂƚƚĂĐŬƐ ? ?
 
This rather bio-medical understanding of the problem of health inequalities prompts a particular 
response, essentially geared around ensuring people in these deprived wards access their GP.   
   
A non-public health manager also demonstrated ideological differences and was somewhat scathing 
about the approaches adopted by public health professionals in tackling health inequalities in 
deprived areas: 
 
 “ ?ƉƵƚ ƚŚĞŵ  ?ƉƵďůŝĐ ŚĞĂůƚŚ ƉƌŽĨĞƐƐŝŽŶĂůƐ ? ŝŶ Ă ƌŽŽŵ ? ĂŶĚ ƚŚĞǇ ĐŽŵĞ ƵƉ ǁŝƚŚ ůŽƚƐ ŽĨ ĨĂŶĐǇ
ŝĚĞĂƐ ?  /ƚ ?Ɛ Ăůů ƚŚĞ ĨĂŶĐǇ ŝĚĞĂƐ ? ƚŚĞǇ ?ƌĞ ǀĞƌǇŵŝĚĚůĞ ĐůĂƐƐ ?  >ŝŬĞ ? ǁŚǇ ĚŽŶ ?ƚ ƉĞŽƉůĞ ŐŝǀĞ ƚŚĞŝƌ
children pasta with a sprinkling of parmesan and pesto and that sort of thing?  The answer is 
ďĞĐĂƵƐĞ ƚŚĞǇ ŚĂǀĞŶ ?ƚ ŐŽƚ ĂŶǇ ƉĂƌŵĞƐĂŶ ŝŶ ƚŚĞ ĨƌŝĚŐĞ ? ƚŚĞǇŚĂǀĞŶ ?ƚ ŐŽƚ ĂŶǇ ƉĞƐƚŽ ŝŶ ƚŚĞ
fridge, the chip shop is flogging three lots of pie and chips for a fiver, and that feeds the 
ŬŝĚƐ ? ƚŚĞ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ƚŚĂƚ ƚŚĞǇƚƌǇŽƵƚ ?ǁŽƵůĚǁŽƌŬŽŶ ƚŚĞŵ ?ďĞĐĂƵƐĞ ƚŚĞǇ ůŝǀĞ ŝŶĂ ĨŽƵƌ
ďĞĚƌŽŽŵĞĚĚĞƚĂĐŚĞĚŚŽƵƐĞǁŝƚŚĂĐŽƵƉůĞŽĨDtƐ ? ? ? 
 
4.3.3 Commissioning, providing and other activities 
Some LA public health teams have taken a long time to sort out the contracts that moved across 
from the NHS.  There were some disagreements about who was responsible for what, which were 
made all the more important in the context of tightening budgets.  Many of those contracts that 
moved across to the councils were since subject to new scrutiny, leading to countless service reviews 
and commissioning and contracting changes.  Public health practice, then, with respect at least to 





instance, the council public health team very quickly decommissioned a tier 3 obesity service, on 
account of there being poorly evidenced outcomes.  The lack of clarity around roles and 
responsibilities, the fragmentation and disruption of the system, and the continued changes (for 
instance, with the later transfer to LAs, in October 2015, of services for children from 0 to 5) have 
meant that gaps have been created, through which certain services might fall. 
 
In the 2015 survey, the proportion of DsPH reporting that they had made changes to services 
commissioned under the ring-fenced public health budget in the last 12 months remained very high 
at 96% (N=67 compared to 94% N=83 in 2014).   
Figure 8: Has your local authority made any changes to services commissioned under the ring-
fenced public health budget?  (2015 and 2014 DPH national surveys) 
 
Note: the figure shows responses to several questions and some respondents did not  answer all the questions.  The 
consequent range in N is small and has little impact on confidence intervals. 
 
Beneath this headline, the types of change the survey asked about had all occurred more in the year 
leading up to the 2015 survey compared to that reported in 2014 (see Fig 8).  Re-designing existing 
services was most commonly reported (94% had done this in 2015, compared to 87% in 2014), and 
considerably more DsPH said they had changed provider (90% in 2015, compared to 68%).  73% 
(69% in 2014) had set up new services and 69% (58% in 2014) had de-commissioned services.  The 
same patterns of change were seen in individual authorities that could be compared year on year. 
The high proportion of DsPH reporting that they had set up new services, alongside the high 
proportion reporting that they had decommissioned services, indicated that there was real change 
happening (rather than just services being cut).  Our case study work provided further insight into 
the extent to which and how activities/services were changing.  In site B, we were told that public 












0% 20% 40% 60% 80% 100%
Set up any new services directed at
health improvement
Changed provider of existing services
directed at health improvement
Re-designed existing services directed
at health improvement
De-commissioned services directed at
health improvement










 “ǁŚĂƚ ?Ɛ ŝŶƚĞƌĞƐƚŝŶŐ ĨƌŽŵ ĚŝƐĐƵƐƐŝŽŶƐ ǁŝƚŚ ǀĂƌŝŽƵƐ ĐŽƵŶĐŝůůŽƌƐ ŝƐ ƚŚĂƚ ƚŚĞ ŽŶĞƐ ǁŚŽ ĂƌĞ
switched on  W and I think most are  W are basically saying, the bottom line question is, okay, 
ƉƵďůŝĐŚĞĂůƚŚĂƌĞŚĞƌĞŶŽǁ ?ǁŚĂƚ ?ƐŐŽŝŶŐƚŽďĞĚŝĨĨĞƌĞŶƚ ? ?ŶĚŽŶĞĐŽŶǀĞƌƐĂƚŝŽŶ/ŚĂĚǁĂƐ
about public drinking fountains.  You know, a very simple idea but what effect could it have 
on childhood obesity?  You ŬŶŽǁ ?ŝĨŬŝĚƐĂƌĞĚƌŝŶŬŝŶŐŵŽƌĞǁĂƚĞƌƚŚĞǇ ?ƌĞƉƌŽďĂďůǇďƵǇŝŶŐůĞƐƐ
fizzy drinks.  Also on dental decay.  So is that a simple public health measure that we could 
ũƵƐƚƚƌǇĂŶĚŵĂŬĞŚĂƉƉĞŶ ? ? 
  
The same public health respondent elaborated further: 
 
 “So that challenge is there.  You know; ǁŚĂƚĂƌĞǁĞŐŽŝŶŐƚŽƐĞĞƚŚĂƚ ?ƐĚŝĨĨĞƌĞŶƚ ? ?tŝůůǁĞ
see more 20 mile an hour zones because it reduces accident rates?  Will we see more cycling?  
You know, cycle lanes is the obvious one.  tŝůůǁĞƐĞĞ ?ĞǀĞƌǇŽŶĞ ?ƐƐƚĂŶĚŝŶŐoutside smoking 
 W ǁŝůůƚŚĂƚ ?ǁŝůůƉĞŽƉůĞďĞ ?ǁŝůůƚŚĞƌĞďĞĂŶĞǆĐůƵƐŝŽŶǌŽŶĞ ?  What will it be?  What we will 
we start to see?  Will there be less...  You know, the other obvious one; fast-food outlets 
outside schools.  Will we discourage children buying chicken and chips on the way home by 
giving them an apple and a banana as they walk out of school?  You know, all of these 
ƚŚŝŶŐƐ ?tŚĂƚǁŝůůďĞƐĞĞŶĂƐĂŐŽŽĚĐŚĂůůĞŶŐĞ ?ŶĚ/ĚŽŶ ?ƚƚŚŝŶŬƚŚĞE,^ĞǀĞƌĂƐŬĞĚƚŚĂƚ ? ? 
 
In site C, a public health respondent talŬĞĚĂďŽƵƚŚŽǁƚŚĞǇ “ ?decided to move away from individual 
ůŝĨĞƐƚǇůĞƐĞƌǀŝĐĞƐ  ? ? Towards the latter part of the research period in particular, there was a sense 
ĞŵĞƌŐŝŶŐ ĨƌŽŵ ŽƵƌ ĐĂƐĞ ƐƚƵĚǇ ƐŝƚĞƐ ŽĨ ƚŚĞ ŝŵƉŽƌƚĂŶĐĞ ŽĨ Ă  ‘ǁŚŽůĞ ƐǇƐƚĞŵ ĂƉƉƌŽĂĐŚ ? Žƌ ŚŽůŝƐƚŝĐ
approach to the wider determinants of health in the locality, and of the opportunities afforded for 
this by being in the LA.  This is a message that has been heavily promoted by PHE, who recently co-
ĨƵŶĚĞĚĂƉƌŽŐƌĂŵŵĞƚŽƌĞƐĞĂƌĐŚ ?ĚĞǀĞůŽƉĂŶĚƉŝůŽƚĂ ‘ǁŚŽůĞ ƐǇƐƚĞŵƐĂƉƉƌŽĂĐŚ ?ƚŽƚĂĐŬůĞŽďĞƐŝƚǇ ?
 
ŽŶƐŝƐƚĞŶƚǁŝƚŚƚŚŝƐ ?ŝŶƐŝƚĞ ?ƐĐŽƵŶƚǇĐŽƵŶĐŝů ?ƚŚŝƐĞůĞĐƚĞĚŵĞŵďĞƌƚĂůŬĞĚĂďŽƵƚƚŚĞĚĞƐŝƌĞƚŽƚŚŝŶŬ
about public health activity in a different way:  
 
 “ǁŚĂƚǁĞ ?ƌĞƚƌǇŝŶŐƚŽƐĂǇĂůŵŽƐƚŝƐŚĞƌĞ ?ƐĂƉƵďůŝĐŚĞĂůƚŚissue but a big part of delivering it 
is not actually going to be done by the health service or indeed public health in that sense.  
zŽƵ ŬŶŽǁ ? ŝƚ ?Ɛ Ă ŵĂƚƚĞƌ ŽĨ ? ? ? ŽĨ ? ? ? ŽĨ ĚŝƐƚƌŝĐƚ ƉŽůŝĐǇ ? ĨŽƌ ĞǆĂŵƉůĞ ? ĂƌŽƵŶĚ ƚŚĞ ĂƌĞĂƐ ŽĨ ? ǇŽƵ
know, is it desirable to try and have a different licensing policy vis-a-vis the number of fast 
food outlets you have, how close they might be to schools and so-ŽŶĂŶĚƐŽĨŽƌƚŚ ? ?
 
However, it felt as though that shift might have been tentative and slow.  When asked about 
whether different approaches were actually being delivered he said: 
 
 “tĞůů ƚŚĞƌĞ ?ƐďĞĞŶ ? ? ? ƚŚĞƌĞ ?ƐďĞĞŶ ? ? ? ƚŚĞƌĞ ?Ɛ ĐĞƌƚĂŝŶĞůĞŵ ŶƚƐ ? ? ? ĞƌƚĂŝŶůǇ ŝŶ ƚĞƌŵƐŽĨ ƚŚŝŶŐƐ
like trying to find a boost to, you know, walking and cycling and all this sort of stuff.  I mean 
ƚŚĞƌĞ ?Ɛ ďĞĞŶ ƐŽƌƚ ŽĨ ƚŚĂƚ ďƵƚ / ƐƵƉƉŽƐĞ ƚŚĞ ƋƵĞƐƚŝŽŶ ŝŶ ƉĂƌƚ ŝƐ ? ǇŽƵ ŬŶŽǁ  ? ĂƌĞ ǁĞ ďĞŝŶŐ
ƌĂĚŝĐĂůĞŶŽƵŐŚ ?/ƚŚŝŶŬ ? ? ?/ǁŽƵůĚŶ ?ƚƉƵƚŝƚĂŶǇŵŽƌĞƐƚƌŽŶŐůǇƚŚĂŶƚŚŝƐďƵƚ/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂ
ǁŝůůŝŶŐŶĞƐƐƚŽĂƐŬƚŚĞƋƵĞƐƚŝŽŶƋƵŝƚĞĂďŝƚ ? ?
 
In this council, the public health team explained that they were trying to increase their  “ďƌĞĂĚƚŚŽĨ
ŝŵƉĂĐƚŝŶůŽĐĂůĐŽŵŵƵŶŝƚŝĞƐ ? (DPH), partly by encouraging partnerships between traditional service 





But their emphasis at the moment remained ůĂƌŐĞůǇŽŶŐĞƚƚŝŶŐ  ?ƚŚĞ  ‘ƌŝŐŚƚ ? ?ƉĞŽƉůĞ into individual-
oriented lifestyle change programmes: 
 
 “^ŽǁĞ ?ůůďĞĞǆƉĞĐƚŝŶŐ ? ? ? ŶĚ ŝƚŵĂǇďĞƚŚĂƚ ?ǇŽƵŬŶŽǁ ?ĂƉƌŽǀŝĚĞƌǁŝůůĐŽŵĞĨŽƌǁĂƌĚǁŝƚŚ
ŚŽƵƐŝŶŐĂƐƐŽĐŝĂƚŝŽŶƐĂůŽŶŐƐŝĚĞ ƚŚĞǀŽůƵŶƚĂƌǇƐĞĐƚŽƌƐĂŶĚ ƚŚĞǇ ?ůůĂůůďĞǁŽƌŬŝŶŐ ƚŽŐĞƚŚĞƌ ƚŽ
create this network that gets... sucks people into the smoking services, whereas at the 
ŵŽŵĞŶƚǁĞĚŽŶ ?ƚŚĂǀĞƚŚĂƚĂƚĂůů ? ? ?W, ?ƐŝƚĞ ? 
 
In site C, interviewees also spoke of a shift in approach being undertaken, as this public health 
officer explained: 
 
 “tĞ ?ǀĞŚĂĚƚŽŽmuch of a focus in our team on commissioning services, from a public health 
perspective, rather than thinking about actually balancing our role, and thinking about our 
ůĞĂĚĞƌƐŚŝƉ ?ĂŶĚ ƚŚĂƚ ?Ɛ ƚŚĞŵŽƌĞ ƐƚƌĂƚĞŐŝĐ ƌŽůĞ ? ^Ž / ƚŚŝŶŬ ƚŚĞ ŝĚĞĂ ŝƐ ƚŚĂƚ ĐŽŵŵŝƐƐŝŽŶŝng is 
part of what we do, but it should only be a part of what we do, not all of what we do.  And I 
think because the way PCTs had evolved over a number of years, it had very much become a 
commissioning focus.  So, people are happy if they can commission a service for a person, 
ǁŚĞƌĞǇŽƵĐĂŶĐŽƵŶƚŝƚ ?ĂŶĚĂĐƚƵĂůůǇƚŚĂƚ ?ƐŶŽƚǁŚĂƚǁĞƐŚŽƵůĚďĞĚŽŝŶŐŝŶƉƵďůŝĐŚĞĂůƚŚ ?Žƌ
not all of what we should be doing.  So the rationale [for the restructure of the team] really 
ǁĂƐ ƚŽ ŵĂŬĞ ƐƵƌĞ ǁĞ ?ƌĞ Ĩŝƚ ĨŽƌ ƚŚĞ ĨƵƚƵƌĞ ? ŵĂŬĞ ƐƵƌĞ ƚŚĂƚ ǁĞ ?ǀĞ ŐŽƚ ƚŚĞ ƌŝŐŚƚ ďĂůĂŶĐĞ
between our commissioned services and our leadership, and policy and strategy 
ĚĞǀĞůŽƉŵĞŶƚ ? ?
 
An example of the shift in approach in one site was described by several members of the public 
health team as moving away from weight management services towards integrating various 
elements into promoting health and wellbeing and ƚŚŝŶŬŝŶŐĂďŽƵƚ  “clustered lifestyle behaviours ? ?
ĂŶĚŝŶĐŽƌƉŽƌĂƚŝŶŐ “community capacity building as being a fundamental part of that approach going 
forward ? ?  dŚŝƐ ƐŚŝĨƚ ŝŶ ĂƉƉƌŽĂĐŚ ĞŶƚĂŝůĞĚ ŵĂŬŝŶŐ ƐŝŐŶŝĨŝĐĂŶƚ ĚĞĐŝƐŝŽŶƐ ƚŚĂƚ ǀĞƌǇ ŵƵĐŚ ĂůƚĞƌĞĚ ƚŚĞ
activities in the area: 
 
 “^Ž ǁŚĞŶ ǁĞ ůŽŽŬĞĚ Ăƚ ƚŚĞ ǀĂůƵĞ ĨŽƌ ŵŽŶĞǇ ƐƚƵĨĨ ? ŝƚ ƌĂŶŐĞĚ ĨƌŽŵ  ? ? ? ƚŽ  ? ? ? ? ? ĨŽƌ Ă
successful weight loss intervention.  And so what ǁĞ ĚŝĚ ǁĂƐ ǁĞ ůŝƚĞƌĂůůǇ ?ǁĞ ũƵƐƚ
decommissioned all those services and put all the money into one big pot with a view to 
ĐŽŵŵŝƐƐŝŽŶŝŶŐ ŵƵĐŚ ŵŽƌĞ ŚŽůŝƐƚŝĐ ůŝĨĞƐƚǇůĞ ƐĞƌǀŝĐĞƐ ? ďƵƚ ĂůƐŽ ǁĞ ?ůů ƚĂŬĞ ĂĐĐŽƵŶƚ ŽĨ
ƐŽŵĞďŽĚǇ ?ƐƐŽĐŝĂůŶĞĞĚƐ ?ƐŽǁŚĂƚǁĞǁĞƌĞƐĂǇŝŶŐǁĂƐ, if you talk to the communities that 
we want to reach, who are maybe drinking too much, smoking, not taking enough physical 
ĂĐƚŝǀŝƚǇ ? ĂŶĚ ŶŽƚ ĞĂƚŝŶŐ Ă ŚĞĂůƚŚǇ ĚŝĞƚ ? ĂĐƚƵĂůůǇ ƚŚĞǇ ?ƌĞ ƚŚĞ ůĂƐƚ ƚŚŝŶŐƐ ŽŶ ƚŚĞŝƌ ůŝƐƚ ŽĨ
ƉƌŝŽƌŝƚŝĞƐ ? ďĞĐĂƵƐĞ ǁŚĂƚ ƚŚĞǇ ?ƌĞ ĐŽŶĐĞƌŶed about is their bedroom tax, their housing, and 
their benefits. ^Ž ?ĂĐƚƵĂůůǇ ?ƚŚĞǇ ?ƌĞŶŽƚĞǀĞŶƉƌĞ-contemplation in terms of behaviour change 
really, and what we were hoping to do, is if we work holistically with those people and 
support them with whatevĞƌ ƚŚĞŝƌ ŶĞĞĚƐ ĂƌĞ ? ǁŚĞƌĞ ƚŚĞǇ ?ƌĞ Ăƚ ? ƚŚĂƚ ǁĞ ĐĂŶ ŶƵĚŐĞƚŚĞŵ
ƚŽǁĂƌĚƐĐŽŶƚĞŵƉůĂƚŝŽŶĂŶĚƚŚĞŶƉŽƚĞŶƚŝĂůůǇďĞŚĂǀŝŽƵƌĐŚĂŶŐĞ ? ?W,ĐŽŶƐƵůƚĂŶƚ ?ƐŝƚĞ ? ? 
 
This approach was a move away from one that was solely about individual behaviour change 
programmes.  The DPH described how the approach was: 
 
 “ƵƐŝŶŐĞǆŝƐƚŝŶŐĐŽƵŶĐŝůƌĞƐŽƵƌĐĞƐ ŝŶĂǀĞƌǇĚŝĨĨĞƌĞŶƚǁĂǇ ?ƐŽ ŝƚ ?ůůďĞƚĂƉƉŝŶŐŵƵĐŚŵŽƌĞ ŝŶƚŽ
community assets resources, bringing to the added value of all the things the council can 





facilities, neighbourhood development work, countryside volunteers, where we use green 
ƐƉĂĐĞ ?tĞ ?ǀĞĂůƐŽĐƌĞĂƚĞĚŐƌĞĂƚĞƌůŝŶŬƐǁŝƚŚƚŚĞƚƌĂŶƐƉŽƌƚƉůĂŶŶŝŶŐƉƌŽĐĞƐƐĂŶĚĨĞĞĚŝŶŐŝŶ
much more strongly on the public health agenda there, looking at some of the issues around 
community safety, standardising speed limits in certain parts of [the borough] ? . 
 
Within our case study sites, we explored the extent to which public health teams were working with 
others across the council.  Despite often voiced issues of personnel capacity, and the difficulties of 
working with planning mentioned in the above section, in site C, political desire (prompted by 
councillors), coupled with the importance of the health aspect, meant that planning and public 
health worked together to get a SPD to restrict the number of fast food takeaways.  The planning 
officer in this site talked about further scope for working with public health, and they were co-
producing planning strategy documents where there were health related aspects.  In a unitary 
authority within case study A, considered alongside the county council, some detailed work was 
done by a public health officer on the scope for tackling obesity through the built environment, and 
they subsequently implemented a number of actions to improve integration.   
 
In site D, the chief executive of one of the district councils explained that they were taking various 
actions to try to encourage public health and planning officers to work together.  The chief executive 
showed leadership on this, and had ĂƚƚĞŶĚĞĚ ƚŚĞ ƉůĂŶŶŝŶŐ ŽĨĨŝĐĞƌƐ ? ĨŽƌƵŵ ǁŝƚŚ ƉƵďůŝĐ ŚĞĂůƚŚ
consultants. They have ensured that district officers  W a housing person, an environmental health 
person and a planner  W have joined the Joint Strategic Needs Assessment (JSNA) working group, so 
that  “ŚŽƉĞĨƵůůǇƚŚĞ:^EĐĂŶƚŚĞŶďĞĨĞĞĚŝŶŐŝŶƚŽƚŚĞůŽĐĂůƉůĂŶƐĨŽƌĐŽƌĞƐƚƌĂƚĞŐŝĞƐ ? ?ĐŚŝĞĨĞǆĞĐƵƚŝǀĞ ?
district council).  They have set up training for planners (not just the managers) to inform and 
 “ĞŶĞƌŐŝƐĞ ?ƚŚĞŵƚŽƚŚŝŶŬĂbout their role in public health improvement, and to bring in some of the 
work that PHE are doing on planning and public space.  They also talked about getting a public 
ŚĞĂůƚŚƉĞƌƐŽŶƚŽƌĞŐƵůĂƌůǇƐŝƚŽŶƚŚĞƉůĂŶŶŝŶŐŽĨĨŝĐĞƌƐ ?ĨŽƌƵŵ ?ǁŚŝĐŚwas where the planners meet 
once a month or so to talk about traffic and land use, and housing, and so on. Further examples of 
how activity was changing, and what was influencing those changes, are discussed in section 6 with 




LA public health teams have been largely preoccupied with developing the structures and processes 
required for effective operation. While this finding was not unexpected in earlier phases of the 
research, our findings demonstrate that this continued even after two years. In some cases, this has 
meant re-thinking the skills and skill mixes required, with several of our case study public health 
teams concentrating on bolstering their business management/commissioning skills, and 
ĐŽŶĐĞŶƚƌĂƚŝŶŐůĞƐƐŽŶŵŽƌĞ ‘ƚƌĂĚŝƚŝŽŶĂů ?ƉƵďůŝĐŚĞĂůƚŚƐŬŝůůƐ ?The organisational position of the public 
health team and the DPH were important in terms of ability to influence strategic decision-making 
and work with other departments.  
 
Within LAs, contracts have received new scrutiny, and both existing and new contracts have had to 
be negotiated with providers, within a new more unsettled provider landscape.  In addition, actors 





was new. The situation in two Wtier council areas created additional complexities of inter-
organisational working (discussed in the next section).  
 
 As a backdrop to all of this, the insecurity in the financial situation added a significant nuance.  LAs 
were sometimes unsure of the details of their financial settlement from government until after 
many contracts had been negotiated, leaving them with few areas in which to make cost savings.  
This could leave some types of activity more vulnerable than others.  The even harder-hitting budget 
cuts across other departments within LAs also brought additional pressures to public health teams, 












5 Inter-organisational relationships across the new public health systems 
 
A key goal of the restructuring of the organisational arrangements in England was to improve the co-
ordination of public health functions.  The establishment of PHE was to consolidate expertise, 
intelligence and advice in one organisation responsible for advising and informing the NHS, 
Government and LAs, leading to a strong and clear national approach to protecting and improving 
health and to addressing health inequalities.  The shifting of public health responsibilities from the 
NHS into LAs aimed to develop strong local political leadership and better integration between 
health, social care and public health.  LAs were charged with creating HWBs to bring together the 
E,^ ? ƉƵďůŝĐ ŚĞĂůƚŚ ? ĂĚƵůƚ ƐŽĐŝĂů ĐĂƌĞ ĂŶĚĐŚŝůĚƌĞŶ ?Ɛ ƐĞƌǀŝĐĞƐ ? ŝŶĐůƵĚŝŶŐ ĞůĞĐƚĞĚ ƌĞƉƌĞƐĞŶtatives and 
local healthwatch, to plan how best to meet the needs of their local population and tackle local 
inequalities in health.  
 
This section reports on findings from our research related to the policy goal of creating a more 
joined-up system with clearer leadership, and the subsequent expectation that, as a result of this 
improved co-ordination, there would be a reduction in overlapping responsibilities, reduced 
inefficiencies, and the exploiting of synergies across services.  At a local level, this would mean a 
community-wide approach to protecting and promoting health and wellbeing.  We begin this section 
by examining the key organisations within the new public health systems and their inter-
relationships.   We then explore key functions across the system in terms of identifying priorities, 
developing strategies, and organising to deliver services.  Finally, we consider the extent to which 
these functions are co-ordinated across the system, and how. 
 
5.1 Organisations and their inter-relationships 
The reforms created an unprecedented number of new organisations, as well as changing the roles 
and responsibilities of existing organisations.  Inter-personal and inter-departmental relationships 
within organisations, and between organisations locally, regionally and at national level, all saw 
fundamental change.  The changes have dismantled existing partnerships and time and effort has 
been required to build and even re-build partnerships.  
  
In our interviews in 2013/14 respondents referred to the removal of many of the mechanisms for 
and emphasis on performance management emphasising that the new system relied heavily on 
 ?ůĞǀĞƌĂŐŝŶŐ ? W exerting influence without direct levers.  As we stated in our first report, it was clear to 
several informants that the only ǁĂǇƚŽ “ůĞǀĞƌĂŐĞƚŚĞƐǇƐƚĞŵƚŽŝŵƉůĞŵĞŶƚĂŶĚĚƌŝǀĞŝŵƉĂĐƚ ?ŝƐƚŽ
build strong and effective relationships and networks ? ?  ?'ĂĚƐďǇ Ğƚ Ăů  ? ? ? ? P  ? ? ?  dŚĞƌĞ ǁĂƐ Ă
significant focus on relationship building in the immediate period following April 2013, but many 
respondents interviewed in 2013 and 2014 within LAs, NHSE, CCGs and in PHE highlighted that given 
ƚŚĞĞǆƚĞŶƚŽĨŽƌŐĂŶŝƐĂƚŝŽŶĂůĐŚĂŶŐĞ ?ŝŶĚŝǀŝĚƵĂůĂŐĞŶĐŝĞƐĂƌĞŚĂǀŝŶŐƚŽ ‘ŐĞƚƚŚĞŝƌŽǁŶŚŽƵƐĞŝŶŽƌĚĞƌ ?
at the same time as creating the partnerships needed for the system to work.  In section 3, we began 
to tell the story of how the different elements of the public health system have developed since April 
2013. We highlighted how long it has taken to organise and develop public health structural capacity 





action in the new system include PHE and NHSE at the national and regional levels, and LAs, CCGs 
and a host of provider organisations at the more local level.   
 
5.1.1 Relationships with PHE and NHSE 
Some inadequacies of the system design have already been highlighted in section 3, with regards to 
clarity of roles and purpose, in particular for PHE.  However, positive relationships do seem to have 
developed between the majority of DsPH and members of their local PHE centres.  In our 2014 
survey, 72% of DsPH (N=78) said they had received a good or excellent level of support.  The 2015 
survey did not include the opening questions about support, but repeated the more specific 
questions asking if support was received from PHE across several areas of information provision, 
expertise, development of the public health workforce, and other forms of encouragement and 
support.  The survey results showed there had been small changes in the different kinds of support 
received from PHE, but with no clear overall improvement since the 2014 survey. In 2015, the most 
ĐŽŵŵŽŶĂŶƐǁĞƌƌĞŵĂŝŶĞĚ ‘ǇĞƐƚŽƐŽŵĞĞǆƚĞŶƚ ?ĨŽƌďŽƚŚ DsPH and elected members.  No more than 
one in five DsPH ĨĞůƚ  ‘ǇĞƐ ĨƵůůǇ ? ƐƵƉƉŽƌƚĞĚ.  The proportion who ƐĂŝĚ ƚŚĞǇǁĞƌĞŶŽƚŽƌ  ‘ŶŽƚ ƌĞĂůůǇ ?
getting support from PHE in these areas was quite high for developing the public health system and 
its specialist workforce (38%, N=69) and providing encouragement with discussions and supporting 
action (26%, N=69).  (See Fig 9). 
 
Figure 9: In your work to improve public health, do you get the following support from PHE? - % 
saying no or not really (DPH surveys)  
 
Note: the figure shows responses to several questions and some respondents did not  answer all the questions.  The 
consequent range in N is small and has little impact on confidence intervals. 
As in 2014, when asked what value the local PHE centre added to ƚŚĞƉƵďůŝĐŚĞĂůƚŚƚĞĂŵ ?ƐǁŽƌŬŽŶ
improving health and reducing health inequalities, comments within the survey from DsPH in 2015 
showed that there was good over-arching support and excellent support for health protection, but 
views on data and intelligence were mixed, with some saying it was limited or did not provide direct 






 “To be honest, ƚŚĞƌĞůĂƚŝŽŶƐŚŝƉǁŝƚŚW,ĨĞĞůƐǀĞƌǇǀĞƌǇƉĞƌŝƉŚĞƌĂů ?/ ĚŽŶ ?ƚƚŚŝŶŬǁĞ ?ƌĞǀĞƌǇ ?ǁĞ
ĚŽŶ ?ƚ ŝŶƚĞƌĂĐƚhugely with PHE. Our intelligence team is part of [a wider] knowledge and 
ŝŶĨŽƌŵĂƚŝŽŶŶĞƚǁŽƌŬ ?ďƵƚƚŚĂƚ ?ƐĂďŽƵƚŝƚĨƌŽŵŵǇƉĞƌƐƉĞĐƚŝǀĞĂŶǇǁĂǇ ?(ite B). 
 
The survey asked what help they would like in the future and from whom.  Nearly three quarters 
added a comment and many DPH responses stated that they would like to have a better working 
relationship with PHE and a more joined up approach would be beneficial.  DsPH wanted help in the 
form of stronger public health leadership and expertise, advocacy and support for public health 
policies both nationally and locally, as well as better access to data and modelling tools. 
 
Our survey of elected members found that they mainly did not know or thought there was little 
support from PHE, but some valued the collaboration and learning opportunities that PHE had 
organised.   
 
The direct role of NHS commissioning organisations with regards to some areas of public health 
activity has been very much reduced.  However, they remain a vital part of the jigsaw; the success of 
much public health activity commissioned or delivered by the councils relies significantly on the 
contribution made by NHS providers and commissioners.  The NHS commissioning organisations 
themselves  W NHSE and CCGs  W are relatively new, and so have focused on organisational forming 
and establishment.  This process is inherently more inward than outward looking.   
 
From our data, relationships between council public health teams and NHSE England appeared to be 
largely confined to health protection issues.  However, as already highlighted in section 3, the 
fragmentation of responsibilities has made inter-relationships more complicated.  In a discussion of 
their relationship with NHSE, this public health respondent from site E commented: 
 
 “I think with NHS England, because one of the things - colleagues are having a meeting 
tomorrow - ǁĞ ?ƌĞ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ĐŽŵŵŝƐƐŝŽŶŝŶŐ ƐĐŚŽŽů ŶƵƌƐŝŶŐ ? ďƵƚ ƚŚĞŶ ƚŚĞ ' is 
responsible for commissioning special schools ? school nursing, and then NHS England is 
responsible for commissioning immunisation programmes for children in schools, you know 
ǁŚĂƚ/ŵĞĂŶ ?/ƚ ?ƐůŝŬĞƐƉůŝƚƵƉ ?  
5.1.2 Relationships with CCGs 
The relocation of public health staff into LAs has clearly separated public health from more clinical 
colleagues, which some NHS staff and some public health staff were finding difficult to adjust to.  In 
our 2015 survey of DsPH, when asked about the extent to which they felt able to deliver real 
improvements in local health by influencing the work of the local CCG(s), 48% (N=67) of respondents 
ĨĞůƚ  ‘ůĞƐƐ ?ĂďůĞ ƚŚĂŶďĞĨŽƌĞ ƚŚĞ ƌĞĨŽƌŵƐ  ?ƚŚŝƐ ĐŽŵƉĂƌĞĚ ƚŽ  ? ?A? ƌĞƉŽƌƚŝŶŐƚŚĂƚ ƚŚĞǇ felt less able in 
2014 N=83).   
 
However, each public health team has a duty to provide support and advice to the CCGs in their 
area, and this was generally achieved by having nominated public health consultants linked to each 





responses showed a similar pattern in the number of CCGs that the public health team supported, 
with 64% having one CCG, 10% having two CCGs, and the remaining 25% (N=67) supporting between 
three and seven CCGs.   There was an increase, between 2014 and 2015, in the proportion of DsPH 
saying they had provided various kinds of support to CCGs.  In the 12 months prior to the 2015 
survey, nearly all public health teams had provided help with planning/assessing needs (99% N=68 in 
2015 compared to 100% N=82 in 2014), reviewing service provision (97% in 2015 compared to 88%) 
and deciding priorities (96% in 2015 compared to 85%).  There had also been increases in the 
proportion that had helped with monitoring and evaluation (82% in 2015 compared to 73%) and 
procuring services (54% in 2015 compared to 40%).   
 
Questions on the capacity of the public health team to provide professional support to CCGs across a 
range of activities suggested that overall, there had been some increases in capacity: fewer DsPH 
ƐĂǇŝŶŐ ƚŚĞǇ ĚŝĚ  ‘ŶŽƚ ƌĞĂůůǇ ? ŚĂǀĞ ĐĂƉĂĐŝƚǇ ĂŶĚ ŵŽƌĞ ƐĂǇŝŶŐ ‘ǇĞƐ  WƐŽŵĞƚŝŵĞƐ ? ƚŚĞǇ ŚĂĚ ĐĂƉĂĐŝƚǇ ?
However, a different picture emerged in the authorities where we had year on year data, as the 
responƐĞƐƐŚŝĨƚĞĚĂǁĂǇĨƌŽŵƐĂǇŝŶŐ ‘ǇĞƐ WĂůǁĂǇƐ ?ƚŽ ‘ǇĞƐ W ƐŽŵĞƚŝŵĞƐ ?ǁŚĞŶƌĞƐƉŽŶĚĞŶƚƐƌĞĨůĞĐƚĞĚ
on whether the capacity of the team was sufficient to be able to provide the five specified areas of 
support to CCGs (DH 2012d).  Analysis of the year on year comparison dataset showed that they 
were no different to the overall sample in terms of the number of CCGs they were supporting.  A 
closer look at the overall results showed the reduction in the proportion with full capacity had also 
occurred but to a lesser degree, and it was concluded that the shifts had been from the extremes of 
the response scale towards the middle.  Public health teams having capacity to support CCGs 
 ‘ƐŽŵĞƚŝŵĞƐ ? ŚĂĚ ďĞĐŽŵĞ ƚŚĞ ŵŽƌĞ ƵƐƵĂů ƐŝƚƵĂƚŝŽŶ  ?ƐĂŝĚ ďǇ ? ?-65% of N=68 DsPH responding to 
these questions in 2015, compared to 41-56% N= 80 in 2014).  Between 21-29% of DsPH responding 
to questions on support (compared to 28- ? ?A?ŝŶ ? ? ? ? ?ƐĂŝĚƚŚĞǇ ‘ĂůǁĂǇƐ ?ŚĂĚĐĂƉĂĐŝƚǇƚŽƉƌŽǀŝĚĞƚŚĞ
different types of support the survey asked about, and between 13-23% (15- ? ?A? ŝŶ ? ? ? ? ?ĚŝĚ  ‘ŶŽƚ
ƌĞĂůůǇ ?Žƌ ‘ŶŽƚĂƚĂůů ?ŚĂǀĞĐĂƉĂĐŝƚǇƚŽƐƵƉƉŽƌƚƚŚĞŝƌ'Ɛ (See Fig 10).  Public health teams in two-tier 
authorities appeared to have fewer capacity issues - for example, they felt they were more able to 
allocate appropriately trained staff to support CCGs. 
 
Figure 10: Is the capacity of your team sufficient to be able to provide the following support to 











Note: the figure shows responses to several questions and some respondents did not answer all the questions.  The 
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Relationships between public health officers (now in councils) and local NHS personnel (now in 
CCGs) had clearly altered since the reforms, but where there was continuity of people, it was 
possible to maintain relationships more easily.  Public health teams in our case study areas were 
adopting different approaches to working with CCGs, with some having allocated time to work with 
CCGs, and a few joint appointments, but most were on an ad hoc basis responding to requests.  
Memoranda of Understanding (MoUs) were often drawn up between public health teams and CCGs, 
ďƵƚ ŝŶ ƐĞǀĞƌĂů ĐĂƐĞƐ ? ŝƚǁĂƐ ĐůĞĂƌ ƚŚĂƚ ƚŚĞƐĞ DŽhƐ ǁĞƌĞ ƵŶƌĞĂůŝƐƚŝĐ ŐŝǀĞŶ ƚŚĞ ƉƵďůŝĐ ŚĞĂůƚŚ ƚĞĂŵ ?Ɛ
capacity and workload.  Interestingly, while both CCGs (in this and other PRUComm research) and 
DsPH felt that relationships would improve with time, as previously noted our survey results 
illustrated that more DsPH ĨĞůƚ ‘ůĞƐƐ ?ĂďůĞ ?ŝŶ ? ? ? ? ?ƚŽŝŶĨůƵĞŶĐĞƚŚĞǁŽƌŬŽĨ'ƐƚŚĂŶŝŶ ? ? ? ? ? ? ? ?A?
in 2015, compared to 37%).  A HWB chair in one of the sites felt that CCGs had become disengaged 
from public health:  
 
 “Ƶƚ / ƚŚŝŶŬ ǁĞ ?ǀĞ ŐŽƚ ƚŽ ƉĞƌƐƵĂĚĞ ƚŚĞ ' ƚŚĂƚ ? ŝŶ ƉĂƌƚŝĐƵůĂƌ ? ƉƵďůŝĐ ŚĞĂůƚŚ ŝƐ ĞǀĞƌǇďŽĚǇ ?Ɛ
ďƵƐŝŶĞƐƐ ?ŝƚ ?ƐŶŽƚũƵƐƚƚŚĞůŽĐĂůĂƵƚŚŽƌŝƚǇ ?ƐďƵƐŝŶĞƐƐ ? ?ƚŚĞǇƐĞĞƉƵďůŝĐŚĞĂůƚŚĂƐĂƐĞƉarate entity 
ĂƚƚŚĞŵŽŵĞŶƚ ?ĂŶĚŶŽƚƉĂƌƚŽĨĂŶŝŶƚĞŐƌĂƚĞĚŚĞĂůƚŚĞĐŽŶŽŵǇ ? ? 
 
As we reported previously (Peckham et al 2015) ?ŬĞǇƉĞŽƉůĞǁĞƌĞƐĞĞŶƚŽďĞĂƚƚĞŶĚŝŶŐĞĂĐŚŽƚŚĞƌ ?Ɛ
meetings, and there were representatives from CCGs on the HWBs, but evidence of meaningful 
engagement was limited.  There were, however, instances of where collaboration on a specific issue 
had brought about improvements.  In site C, for instance, public health officers and CCG personnel 
each explained how they collaborated with each other to improve their approach to NHS health 
checks, which they counted as a positive success story.  However, there were signs that it had 
ďĞĐŽŵĞ ŚĂƌĚĞƌ ƚŽ ŵĂŝŶƚĂŝŶ ƌĞůĂƚŝŽŶƐŚŝƉƐ ďĞƚǁĞĞŶ ƚŚĞ ƚǁŽ ƚĞĂŵƐ ? ǁŝƚŚ ƚŚĞ ůŽƐƐ ŽĨ ƚŚĞ  ‘ƐŽĨƚ ?
intelligence shared by cŽƌƌŝĚŽƌĐŽŶǀĞƌƐĂƚŝŽŶƐ ?dŚĞǇŚĂĚŝŶƚƌŽĚƵĐĞĚŵŽƌĞ ‘ĨŽƌŵĂů ?ŵĞĐŚĂŶŝƐŵƐ ?ƐƵĐŚ
as joint appointments and monthly joint meetings between public health and the CCG, but, whilst 
they are maintaining those relationships, they have changed, as the CCG chair explained: 
 
 “We have a joint agreed work plan, whereas before we just informally worked together on 
key things.  We have I suppose a little bit more clarity around exactly whose responsibility is 
whose between the CCG and public health, whereas before I think it was very much everyone 
just ensured it happened.  So it seemed to work fine before and I guess on the whole it does 
work fine now.  But we have to service that interface, which requires a bit of energy and 
ƚŚĞƌĞĨŽƌĞƚŚĞƌĞ ?ƐůĞƐƐĞŶĞƌŐǇĨŽƌĂĐƚƵĂůůǇĚŽŝŶŐƚhe job ?. 
 
The CCG chair at this site also talked about the opportunities that have arisen since his CCG merged 
with another.  Their geography now encompasses two councils, and they have both council DsPH 
attend their governing body meetings. This has enablĞĚĐŽŶǀĞƌƐĂƚŝŽŶƐƚŚĂƚ  “open up relationships 
between local authorities ?ƚŽĞŶĂďůĞƐŽŵĞƐŚĂƌĞĚůĞĂƌŶŝŶŐĂŶĚũŽŝŶƚǁŽƌŬŝŶŐƚŽŚĂƉƉĞŶ ? 
 
Key to the changing relationships between the LAs and CCGs around public health is that there is 
now a direct relationship between elected members (as opposed to managers) and clinicians.  A 
policy officer in site A explained that these relationships are developing both within and outside of 





were, in terms of better understanding how different elements of the system can support each 
other.  
5.1.3 Relationships between County and District Councils 
In two-tier county councils, public health teams had an additional, and very important, level of 
organisations to relate to: district councils.  This meant that county councils had a much more 
complicated set of relationships than unitary authorities.  As one county-based DPH with a number 
of CCGs and districts remarked:  “ƚŚĞƌĞ ?ƐĂůŽƚƚŽďĞŬĞĞƉŝŶŐƵƉǁŝƚŚĂŶĚƚŚĞƌĞ ?ƐĂůŽƚŽĨ ? ? ?ƚŚĞƌĞ ?ƐĂůŽƚ
ŽĨǀĂƌŝĂƚŝŽŶũƵƐƚŝŶƚŚĞǁĂǇƚŚŝŶŐƐĂƌĞĚŽŶĞŽƌǁŚŽ ?ƐĚŽŝŶŐǁŚĂƚ ? ? 
 
As highlighted in previous reports (Gadsby et al 2014, Peckham et al 2015), district councils were 
seen to play a key role in public health.  Two of our case study sites were counties with a number of 
district councils within them.  Within counties there was an acknowledgement that district councils 
were closer to local communities and that it was important to work with them both from a 
functional perspective (planning, housing, leisure, etc.) and in terms of working with local 
communities.  In both counties, public health had begun to engage with district councils to varying 
degrees, but as yet strong links had not been fully developed. As discussed in section 4, the main 
areas of liaison have related to some limited work on planning, active travel, housing, and around 
sports and physical activity.   
 
Whilst public health interviewees reported having worked with district councils in the past, it was 
clear that in the new system, this relationship had been strengthened in some districts at least.  
However, the development of strong relationships will take time and work (which requires capacity 
within the public health teams both in terms of staff and relevant skills), and willingness on the part 
of the district councils, with a shared understanding of the importance of leisure services, housing, 
planning, environmental health and licensing for population health improvement. 
 
It was clear from our case study work that council to council relationships are developing in varied 
ways, highlighting the complexity of these large organisations.  In site A, sport activities were well 
developed with local leisure services, but links with planning, for example, tended to be much 
weaker or non-existent.  In site D, links with planning in one district were very well developed, but in 
another district there were no links.  The DPH in site A highlighted the current minimal level of 
contact but remained optimistic about the potential to work more closely together by developing 
 ‘ĚŝƐƚƌŝĐƚĚĞĂůƐ ? ?ǁŚĞƌĞƚŚĞƉƵďůŝĐŚĞĂůƚŚƚĞĂŵŵĂŬĞĂƐŵĂůů-scale financial contribution to the district, 
with certain expectations attached.  
 
5.2 Key functions across the system 
5.2.1 Identifying priorities 
ŽƵŶĐŝů ƉƵďůŝĐ ŚĞĂůƚŚ ƚĞĂŵƐ ? ƉƌŝŽƌŝƚŝĞƐ ǁĞƌĞ ĚŽŵŝŶĂƚĞĚ ďǇ ƚŚĞ ƉƌŽĐĞƐƐĞƐ ŽĨ ƐĞƚƚůŝŶŐ ŝŶ ƚŚƌŽƵŐŚŽƵƚ
the transition year (2012-2013), and often into the first year of full operation (2013-2014).  Key 
issues for them were to align themselves with their wider organisational structures  W working out 





structures  W and to identify ways of saving money.  Our data indicated that public health does 
appear to have been more strongly pushed onto the agenda of LAs, with health improvement a key 
priority.   
 
W, ?ƐƉƌŝŽƌŝƚŝĞƐǁĞƌĞƐŝŵŝůĂƌůǇĚŽŵŝŶĂƚĞĚďǇƉƌŽĐĞƐƐĞƐŽĨĞƐƚablishment for some considerable time. 
tŚŝůƐƚW,ƉƵďůŝƐŚĞĚ  ‘ŚĞĂůƚŚĂŶĚǁĞůůďĞŝŶŐ PĂŶ ŝŶƚƌŽĚƵĐƚŝŽŶƚŽƚŚĞĚŝƌĞĐƚŽƌĂƚĞ ?  ?W,  ? ? ? ? ? ?ǁŚŝĐŚ
identified the key areas of public health they wished to focus on, public health practitioners 
interviewed at local levĞů ƚŚƌŽƵŐŚŽƵƚ  ? ? ? ? ǁĞƌĞ ŶŽƚ ĐůĞĂƌ ĂďŽƵƚ W, ?Ɛ ƌŽůĞ ? ƌĞƐŽƵƌĐĞƐ ? Žƌ ƚŚĞŝƌ
relationships to LAs and others  W ƉĂƌƚŝĐƵůĂƌůǇǁŝƚŚƌĞŐĂƌĚƐƚŽW, ?ƐůŽĐĂůĐĞŶƚƌĞƐ ?dŚŝƐĐŚŝŵĞƐǁŝƚŚ
ĨŝŶĚŝŶŐƐ ĨƌŽŵ Ă ƐƵƌǀĞǇ ŽĨ W, ?Ɛ ƐƚĂŬĞŚŽůĚĞƌƐ ĐŽŶĚƵĐƚĞĚ ŝŶ ĞĐĞŵďĞƌ  ? ? ? ? ďǇ /ƉƐŽƐ DORI, which 
found that two in five stakeholders felt that PHE did not have a good grasp of their own priorities.  In 
addition, only half (51%) of LA respondents felt that PHE understood the priorities of their 
organisation (PHE/IpsosMORI 2015).  The very reĐĞŶƚůǇƉƵďůŝƐŚĞĚĨŝŶĚŝŶŐƐŽĨ/ƉƐŽƐDKZ/ ?Ɛ ? ? ? ? ? ? ?
survey found that the proportion of LA respondents feeling that PHE understands the priorities of 
their organisation have further decreased, to just 31% (PHE/IpsosMORI 2016).  The House of 
Commons Health Committee enquiry into PHE (2014) also raised a number of concerns, including: 
that the PHE Board had not yet established prioritized programmes of work which reflect the 
objectives of the organization (p.4); that PHE staff did not have the freedom to contradict 
'ŽǀĞƌŶŵĞŶƚƉŽůŝĐǇ ?ƚŚĂƚW,ŚĂĚŶŽƚǇĞƚďĞĞŶĂďůĞƚŽƉƌŽǀŝĚĞĂ “ĨĞĂƌůĞƐƐĂŶĚŝŶĚĞƉĞŶĚĞŶƚŶĂƚŝŽŶĂů
ǀŽŝĐĞ ĨŽƌ ƉƵďůŝĐ ŚĞĂůƚŚ ŝŶ ŶŐůĂŶĚ ?  ?Ɖ ? ? ? ? ĂŶĚ ƚŚĂƚ W, ŶĞĞĚĞĚ ƚŽ ĚŽ ŵŽƌĞ ƚŽ  “ŽǀĞƌƐĞĞ ƚŚĞ
development of the professional public health workforce and ensure that there is sufficient capacity 
ĂĐƌŽƐƐŶŐůĂŶĚ ? ?Ɖ ? ? ? ? 
 
NHSE and CCGs, following their establishment, were quickly focused on the nationally prioritised 
task of health and social care integration.  The Better Care Fund (formerly the integration 
transformation fund) was announced by the government in the June 2013 spending round.  It 
represented the creation of local single pooled budgets to incentivise the NHS and local government 
to work more closely together to deliver better outcomes and greater efficiencies through more 
integrated services for older and disabled people.  The fund was not created from new or additional 
money, but was rather about spending existing budgets differently.  The national conditions for its 
use were stringent, and plans had to be assembled very quickly, with insufficient time to engage 
properly with acute providers, whose buy-in was essential for the plans to work (Humphries 2014). 
 
The Better Care Fund ensured that CCG and local council priorities (particularly for adult social 
services directorates) were dominated by the health and social care integration agenda.  It was a 
critical part of the NHS two-year operational plans and the five-year strategic plans, as well as local 
government planning.  With public health responsibilities and staff moving from the NHS to LAs, our 
data suggested that CCGs have become more distant/removed from the public health function. 
 
Priorities between organisations at local level were strongly focused on alignment and integration  W 
both to improve outcomes and to save money.  Some areas were starting to go down the road of 





informing each other, with HWBs being less about making decisions, than discussing decisions that 
had been made. 
 
5.2.2 Developing strategies 
NHSE and PHE, as new organisations, published strategy documents soon after they were 
established.  Following the initial flurry of activity demanded by the Better Care Fund, a 
ĐŽŵƉƌĞŚĞŶƐŝǀĞƐƚƌĂƚĞŐǇĨŽƌƚŚĞE,^ǁĂƐƉƵďůŝƐŚĞĚŝŶKĐƚŽďĞƌ ? ? ? ? ?dŚŝƐ ‘&ŝǀĞzĞĂƌ&ŽƌǁĂƌĚsŝĞǁ ?
ƐĞƚŽƵƚŚŽǁƚŚĞE,^ǁŽƵůĚŚĂǀĞƚŽĐŚĂŶŐĞƚŽŚĞůƉďƌŝŶŐĂďŽƵƚĂ “ƌĂĚŝĐĂůƵƉŐƌĂĚĞŝŶƉƌĞǀĞŶƚŝŽŶĂŶĚ
ƉƵďůŝĐŚĞĂůƚŚ ? ? 
 
However, as one NHSE senior manager explained, people are struggling with thinking through how 
to bring about those changes in a time of financial constraint: 
 
 “ŝŶĂĐĂƉĂĐŝƚǇůŝŵŝƚĞĚƐǇƐƚĞŵ ?ǁŚŝĐŚǁĞƚƌƵůǇŚĂǀĞĂƚƚŚĞŵŽŵĞŶƚ ?ƚŚĞŶ/ƚŚŝŶŬƉĞŽƉůĞĂƌĞƐƚŝůů
going to be not living hand-to-mouth but having to deal with everyone in the waiting area 
before they can think about their stƌĂƚĞŐǇĨŽƌƚŽŵŽƌƌŽǁ ?(NHSE senior manager). 
 
Strategic development across PHE was perhaps more complex as it was created from the bringing 
together of multiple former organisations, and resulted in large directorates for health protection, 
knowledge and information, health improvement and operations.  Some of our national and regional 
level interviewees felt that PHE nationally struggled somewhat to get a hold on the health 
improvement agenda (although they were felt to be much clearer on health protection): 
 
 “dŚĞŶĂƚŝŽŶĂůW,ƚĞĂŵƐŚĂĚŶ ?ƚƌĞĂůůǇŐŽƚŐŽŝŶŐŽŶĂŶǇ ?ƐƚƌĂƚĞŐŝĐŝŶƚĞŶƚ ?ĂƚĂŶĞĂƌůǇƐƚĂŐĞ- it 
took them about another year to lay out the five ambitions and there are now seven 
ambitions, many of which overlap with our [regional] priorities but they ĚŽŶ ?ƚĞŶƚŝƌĞůǇƐŽ ?
(PHE Regional Director) 
 
PHE seemed to have some tensions to work through with regard to its organisational priorities.  
Sometimes these tensions related to how its services fitted with those provided by others in the 
system.  A former PHE staff member commented that whilst PHE is supposed to be providing the 
evidence base,  “ĂĐƚƵĂůůǇƚŚĞĞǀŝĚĞŶĐĞĨŝĞůĚŝƐƉƌĞƚƚǇĐƌŽǁĚĞĚĂůƌĞĂĚǇǁŝƚŚE/ĂŶĚĂĐĂĚĞŵŝĂĂŶĚƐŽ-
on ? ĂŶĚ  “W, ĚŽĞƐŶ ?ƚ ƌĞĂůůǇ ŚĂǀĞ ƚŚĞ ĐĂƉĂĐŝƚǇ ƚŽ ďĞ ĂďůĞ ƚŽ ĐŽŶƚƌŝďƵƚĞ ƚĞƌƌŝďůǇ ĞĨfectively to that 
field ? ?  ^ŽŵĞ ŽĨ ƚŚĞ ƚĞŶƐŝŽŶƐ ĂƌĞ ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ ŝƚƐ ƌĞůĂƚŝŽŶƐŚŝƉ ǁŝƚŚ ƚŚĞ H, which requires a 
cultural shift in the way the public health profession have been used to working.  One PHE staff 
member explained that public health professionals are not used to behaving as civil servants:  
 
 “ƚŚĞ ŝŶĐůŝŶĂƚŝŽŶ ŽĨ ƐŽŵĞďŽĚǇ ĨƌŽŵ ƚŚĞ ŚĞĂůƚŚ ƐĞƌǀŝĐĞ ďĂĐŬŐƌŽƵŶĚ ? ǇŽƵ ŬŶŽǁ ? ŝƚ ?Ɛ ƚŚĞ ĨŝƌƐƚ
ƚŚŝŶŐƚŚĂƚĐŝǀŝůƐĞƌǀĂŶƚƐǁŝůůƚĞůůǇŽƵ P ?ŝĨƚŚĞŵŝŶŝƐƚĞƌƐĂǇƐũƵŵƉǇŽƵƐĂǇŚŽǁŚŝŐŚ ? ?ǁŚĞƌĞĂƐ ?
you know, we were ĂůǁĂǇƐƚĂƵŐŚƚ ?ƐŽŵĞďŽĚǇƐĂǇƐũƵŵƉǇŽƵƐĂǇǁŚǇ ? ? ? 
 






 “/Ĩŝƚ ?ƐŶŽƚŐŽŝŶŐƚŽďĞŽŶƚŚĞŝŶƐŝĚĞĚĞƚĞƌŵŝŶŝŶŐƉŽůŝĐǇ W ĂŶĚ/ĚŽŶ ?ƚƚŚŝŶŬŝƚŝƐ Wthen I think it 
needs to be propĞƌůǇŽƵƚƐŝĚĞŝŶŽƌĚĞƌƚŽďĞĂďůĞƚŽĐƌŝƚŝƋƵĞĂŶĚďĞĐƌĞĚŝďůĞĂŶĚ/ƚŚŝŶŬƚŚĂƚ ?Ɛ
ƚŚĞĚŝĨĨŝĐƵůƚǇƚŚĂƚŝƚǁŝůůƌƵŶŝŶƚŽ ?(former PHE staff member).  
 
There was tension too with regards to its relationship with the local delivery systems, and how 
strategies at each level could be aligned:  
 
 “ƚŚĞƌĞ ?Ɛ Ă ŵŝƐŵĂƚĐŚ ďĞƚǁĞĞŶ ǁŚĂƚ ǁĞ  ?W, >ŽŶĚŽŶ ? ǁĞƌĞ ŝŶƚĞƌĞƐƚĞĚ ŝŶ ĂŶĚ ǁŚĂƚ ŽƵƌ
ďŽƌŽƵŐŚƐǁĞƌĞŝŶƚĞƌĞƐƚĞĚŝŶĂŶĚǁŚĂƚƚŚĞŶĂƚŝŽŶĂůƚĞĂŵĂƌĞŝŶƚĞƌĞƐƚĞĚŝŶĂŶĚǀŝĐĞǀĞƌƐĂ ? ?
 “ƚŚĞǇ ?W,ŶĂƚŝŽŶĂůůĞǀĞů ?ŵĂǇŚĂǀĞďŝŐƚĞĂŵƐƉƌŽĚƵĐŝŶŐůŽƚƐŽŶŽŶĞƉĂƌƚŝĐƵůĂƌĂƌĞĂďƵƚŝƚ ?Ɛ
ŶŽƚĐŽŵĞƵƉŝŶĂŶǇŽĨŽƵƌŚĞĂůƚŚĂŶĚǁĞůůďĞŝŶŐƐƚƌĂƚĞŐŝĞƐ ? (Senior manager, PHE London).   
 
PHE have produced much information and many publications, but several interviewees at regional 
and local level felt they were missing guidance about how to respond  W one respondent felt PHE 
were willing and enthusiastic but not terribly influential:  
 
 “dŚĞǇŚĂǀĞĂƚĞŶĚĞŶĐǇƚŽƉƌŽĚƵĐĞƚŽŽůŬŝƚƐ ?ĞǀŝĚĞŶĐĞďĂƐĞ  ?ĚŽĐƵŵĞŶƚƐǁŚŝĐŚǁĞ ?ƌĞŶŽƚƋƵŝƚĞ
ƐƵƌĞĂƌĞŶĞĞĚĞĚĂŶĚĂĐƚƵĂůůǇǁŚĞŶ ƚŚĞǇŐŽŽƵƚ ?ŚĂǀĞŐŽŶĞŽƵƚ ŝŶǁĂǇƐ ŝŶǁŚŝĐŚǁĞĚŽŶ ?ƚ
ƚŚŝŶŬŵĂǆŝŵŝƐĞƚŚĞŝƌŝŵƉĂĐƚ ?(DPH not within a case study site).   
 
Locally, PHE centres are providing some good support, but resources are stretched very thin  W a bit 
of a mismatch between what they can do in theory (influence local systems by developing good 
strong supportive relationships) and what they can do in practice (offer some support on an ad hoc 
basis and general oversight).  One role that was carried out at regional level before the reforms 
related to lobbying and advocacy functions  W that has fallen through a gap as PHE  “ĐĂŶ ?ƚƌĞĂůůǇŐĞƚ
into that space because it would ďĞ ŝŶ ĐŽŶĨůŝĐƚ ǁŝƚŚ ƚŚĞŝƌ Đŝǀŝů ƐĞƌǀŝĐĞ ƌŽůĞ ? (former PHE staff 
member).  LAs have a great deal more autonomy than PHE does, making them  “ƚŚĞŵŽƐƚŝŶƚĞƌĞƐƚŝŶŐ
place to do public health ? ?W, ? ? 
 
Key issues identified at local level tended to align reasonably closely with those that are highlighted 
at national level - obesity, mental health, dementia, and so on.  However, LAs are more autonomous 
than PCTs were, and are more resistant to being told how to spend their money.  In some local 
councils, they were starting to engage in discussions about how best to invest for improvements in 
public health  W e.g. how to build health into planning etc. (see section 4). But this is a shift that 
ǁĂƐŶ ?ƚ ?ŶĞĐĞƐƐĂƌŝůǇ ?ŚĂƉƉĞŶŝŶŐĂƚŶĂƚŝŽŶĂůůĞǀĞů ?ĂƐĂĨŽƌŵĞƌW,ƐƚĂĨĨŵĞŵber explained:  
 
 “/ƚŚŝŶŬƚŚĞƉĞŽƉůĞŝŶW,ǁŽƵůĚůŝŬĞƚŚĂƚƚŽďĞƚŚĞĚŝƐĐƵƐƐŝŽŶƚŚĂƚŝƐďĞŝŶŐŚĂĚďƵƚ/ĨĞĞůƚŚĂƚ
they are kind of shoved back towards a very behavioural low end of the Nuffield ladder-type 
approach in the way that they have to operate becĂƵƐĞŽĨƚŚĞƉŽůŝƚŝĐĂůƉƌĞƐƐƵƌĞƐĂŶĚ/ĚŽŶ ?ƚ
ƚŚŝŶŬƚŚĂƚ ?ƐďĞĐĂƵƐĞƚŚĂƚ ?ƐǁŚĞƌĞƚŚĞŝŶƐƚŝŶĐƚƐŽĨƚŚĞƉĞŽƉůĞŝŶWƵďůŝĐ,ĞĂůƚŚŶŐůĂŶĚůŝĞ ?/
ƚŚŝŶŬŝƚ ?ƐďĞĐĂƵƐĞƚŚĞǇ ?ƌĞƌĞƋƵŝƌĞĚƚŽ ?.  
 






 “dŚĞƌĞŝƐĂƋƵŝƚĞƐƚƌŝŬŝŶŐĐŽŶƚƌĂƐƚ/ƚŚŝŶŬďĞƚǁĞĞŶƚŚĞďƌŽĂd upstream nature of some of the 
ŝƐƐƵĞƐĐŽŵŝŶŐƚŚƌŽƵŐŚƚŚĞ<ŝŶŐ ?Ɛ&ƵŶĚĂŶĚƌŝƚŝƐŚĐĂĚĞŵǇƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐĂŶĚƚŚĞƌĂƚŚĞƌ
behavioural disease-oriented thinking that seems to inform the Public Health England 
priorities, some of which is very, very arguable. ?    
 
5.2.3 Organising to deliver services 
Again, the story of continued upheaval has impacted on the various elements of the public health 
systems and their ability to effectively organise to deliver services.  There have been efforts and 
issues to deal with to organise both between and within elements of the delivery systems.  One key 
issue appeared to be around the role of the NHS in public health delivery, and the role of public 
health professionals in influencing and informing the work of the NHS.  Two different regional level 
PHE senior managers shared their thoughts on this: 
 
 “KƵƌreal ŝƐƐƵĞ ?ŝƐƚŚĞĞǆƚĞŶƚƚŽǁŚŝĐŚǁĞ ?ƌĞŝŶĨůƵĞŶĐŝŶŐŵĂŝŶƐƚƌĞĂŵE,^ĐŽŵŵŝƐƐŝŽŶŝŶŐ ?
ŶĚƚŚĂƚ ?ƐĐŽŵƉůŝĐĂƚĞĚďĞĐĂƵƐĞŝƚ ?ƐƉĂƌƚůǇE,^ŶŐůĂŶĚďƵƚŝƚ ?ƐĂĐƚƵĂůůǇƚŚĞ'ƐĂŶĚǁĞ ?ǀĞ
got a patchy offer from local government into CCGs as part of their mandated services so 
ƚŚĂƚ ?Ɛ ũƵƐƚ ďĞŝŶŐ ůŽŽŬĞĚ Ăƚ ƚŚĞ ŵŽŵĞŶƚ ?  tĞ ĚŽŶ ?ƚ ƚŚŝŶŬ Ă ůŽƚ ŽĨ ůŽĐĂů ŐŽǀĞƌŶŵĞŶƚƐ ĂƌĞ
ĂĐƚƵĂůůǇĚŽŝŶŐǀĞƌǇŵƵĐŚǁŝƚŚƚŚĞ'ƐĂŶĚŝƚǁŝůůŐĞƚǁŽƌƐĞ ? ?W,ƌĞŐŝŽŶĂůŵĂŶĂŐĞƌ ? ? ? 
 
 “^ŽǁĞĐĂŶŶŽƚĂĐŚŝĞǀĞƚŚĞĨŝǀĞǇĞĂƌĨŽƌǁĂƌĚƌĞǀŝĞǁƐŝŵƉůǇďǇƉƌŽǀŝĚŝŶŐĂĚǀice into the NHS.  
ĂŶ ?ƚĚŽŝƚ ?tĞŚĂǀĞƚŽďĞŝŶƚŚĞE,^ĂŶĚǁĞŚĂǀĞƚŽĨŝŶĚŽƵƌĨƌŝĞŶĚƐŝŶƚŚĞE,^ ?zŽƵĐĂŶ ?ƚ
ƌĞĂůůǇĚŽƚŚĂƚĞĂƐŝůǇĨƌŽŵŽƵƚƐŝĚĞ ?ƉĂƌƚŝĐƵůĂƌůǇǁŚĞŶǇŽƵ ?ƌĞĂǀĞƌǇƐŵĂůůƐĞƌǀŝĐĞďĞŝŶŐƉƵůůĞĚ
ŝŶĞǀĞƌǇĚŝƌĞĐƚŝŽŶ ? (PHE regional manager 2). 
 
There are also some issues around the relative functions of different elements within the systems.  
In the reorganisations, some cracks have emerged; where cracks appear, things are in danger of 
falling down them.  A senior regional level manager from NHSE talked about, as an example, the lack 
of workforce planning to be able to deliver bowel scope screening.  This function (the delivery of 
bowel scope screening) was handed over to NHSE.  However, our interviewee noted that there is no 
capacity in many of their units to be able to deliver what is required:  
 
 “EŽǁŝƚŵĂǇǁĞůůďĞƚŚĂƚƚŚŝƐŝƐĂƉĂƌƚŝĐƵůĂƌƉƌŽŐƌĂŵŵĞĂŶĚŝƚ ?ƐĂǀŝĐƚŝŵŽĨĂƉƉĞĂƌŝŶŐĂƚƚŚŝƐ
ƉĂƌƚ ŽĨ ƚŚĞ ƚƌĂŶƐŝƚŝŽŶ ĂŶĚ ƚŚĞƌĞĨŽƌĞ ŝƚ ?Ɛ ŬŝŶĚ ŽĨ ĨĂůůĞŶƚŚƌŽƵŐŚ ƚŚĞ ĐƌĂĐŬƐ ďƵƚ ŝƚ ?Ɛ Ă ƌĞĂů
problem in terms of having any staff to be able to deliver it and having it handed over and 
ƚŚĞŶ W, ĞǆƉĞĐƚŝŶŐ ƵƐ ƚŽ ĚĞůŝǀĞƌ ǁŚĞŶ ǁĞ ?ǀĞ ŐŽƚ ŶŽ-ŽŶĞ ƚŽ ĚĞůŝǀĞƌ ŝƚ ? (NHSE regional 
manager. 
 
Another NHSE senior manager, at national level, talked about obesity as an example of where the 
commissioning and delivery systems have become much more complicated since the reforms:  
 
 “/ƚ ?ƐƋƵŝƚĞ ? ? ?ŽďǀŝŽƵƐůǇƋƵŝƚĞĂĐŽŵƉůĞǆƉĂƚŚǁĂǇďƵƚƚŚĂƚǁĂƐĂŶĞǆĂŵƉůĞŽĨŚŽǁĂůůŽĨĂ





for an entire obesity pathway, now you were talking about three different commissioning 
ŽƌŐĂŶŝƐĂƚŝŽŶƐĂŶĚŽĨƚŚĞƐĂŵĞƉĂƚŚǁĂǇ ? ?
 
Our case study work showed that these cracks were often reflected at local level too (see sections 4 
and 6).  
 
5.3 Cross-system co-ordination 
The public health system emerging from the reforms is fragmented in terms of governance and 
leadership, accountability structures, and delivery mechanisms.  Co-ordination across such a system 
(or systems) is difficult, though more important than ever, to achieve.  In addition, due to the scale 
and impact of the reforms, many co-ordination mechanisms have had to be re-built or built from 
scratch.  Informal coordination across the system appeared to have suffered from the upheaval 
created by the reforms  W with new organisations being more inward looking as they worked to 
organise their internal affairs, and with staff movements, role changes and structural 
reorganisations.   
 
Our data suggested that work was not always being coordinated very well at national level, with 
survey respondents saying they had little support at that level and the feeling expressed by 
interviewees that PHE need to shift their gaze more to a local level.  However, there were signs that 
PHE were learning and improving and were working on having a business plan of what products and 
outputs were going to be produced and when, which would be negotiated with the PHE centres.  
 
At regional level, it seems even harder to align strategies for public health.  Informal co-ordination 
between public health staff at this level has been affected by the removal of strategic health 
authorities that provided regional forums as part of their regional public health function.  Co-
ordination at this level is now more complex, involving new emerging regional groups and networks 
(particularly as in site E), and involving PHE local centres and NHSE area teams.  A PHE London 
manager explained that where strategic planning groups were being formed from multiple CCGs, 
ƚŚĞƌĞ ǁĂƐ  “ĂůŵŽƐƚ ŶŽ ƉƵďůŝĐ ŚĞĂůƚŚ ŝŶƉƵƚ ďĞĐĂƵƐĞ ŝƚ ?Ɛ ĚŝĨĨŝĐƵůƚ ƚŽ ĨŝŶĚ ŽƵƚ ǁŚŽ ?Ɛ ŐŽŝŶŐ ƚŽ ĚŽ ŝƚ ? ?
Where bigger health economies, for instance, look at closing A&Es and reconfiguring the services, 
the same ŵĂŶĂŐĞƌĞǆƉůĂŝŶĞĚ “ƚŚĞǇƐƚƌƵŐŐůĞƚŽŐĞƚƉƵďůŝĐŚĞĂůƚŚĂĚǀŝĐĞďĞĐĂƵƐĞƚŚĞǇ ?ƌĞŶŽƚŽƉĞƌĂƚŝŶŐ
at the borough level which is where the money and accountability goes ? ?  dŚĞ ŝƐƐƵĞƐ ǁĞƌĞ ŽĨ
capacity, and who was responsible.  Because of real lack of capacity ( “ǁĞ ĚŽŶ ?ƚ ĞǀĞŶ ŚĂǀĞ ƚŚĞ
ƌĞƐŽƵƌĐĞƐ ƚŽ ƌĞƐƉŽŶĚ ƚŽ  ? ? ďŽƌŽƵŐŚƐ ? ƉƵďůŝĐ ŚĞĂůƚŚ ƚĞĂŵƐ ? W PHE London manager), they were 
having to work together to agree what the shared priorities were over a larger area, making the 
responses less locally nuanced.  Some regional structures had staggered on despite the reforms (e.g. 
regional tobacco and alcohol offices), or had emerged through a desire to create a more joined up 
system.  
 
A regional level manager from NHSE also pointed to the difficulties of working across a more 
fragmented system:  
 
 “ǁŚĂƚ ǁĞ ĚŽŶ ?ƚ ĚŽ / ƚŚŝŶŬ ǀĞƌǇ ǁĞůů ĂƐ Ă ƐǇƐƚĞŵ ĨŽƌ ĞǆĂŵƉůĞ ǁĞ ĚŽŶ ?ƚ ĞǀĞƌ ƐĂǇ ?  ?,ŵŵŵ ?





kŶŽǁ ? ?ŚŽǁĂƌĞǁĞŵĂŬŝŶŐƐƵƌĞƚŚĞ'ƐŚĂǀĞŐŽƚďƌĞĂƐƚĨĞĞĚŝŶŐƐƚƌĂƚĞŐŝĞƐ ? ?ďĞĐĂƵƐĞƚŚĂƚ ?Ɛ
ǁŚĂƚǁĞǁŽƵůĚŚĂǀĞŚĂĚ ?ǇŽƵŬŶŽǁ ?ǇĞĂƌƐĂŐŽĂŶĚǁĞ ?ĚƐƚĂƌƚ ĨƌŽŵƚŚĞƌĞ ?ǁŽƵůĚŶ ?ƚǁĞ ? ŝŶ
terms of, you know, you start and you work your way through the system and you look at 
where are the interactions and I think probably unlike in the days where there was a PCT 
ƚŚĞƌĞŝƐŶ ?ƚƚŚĂƚŽŶĞĐŽ-ordinating strategy that runs across all organisations.  Or there may 
ďĞĂŶĚ/ ?ŵũƵƐƚŶŽƚĂǁĂƌĞŽĨŝƚďƵƚǁĞǁŽƵůĚŚĂǀĞƚŽŚĂǀĞƚŚĂƚ ? ? ƚŝŵĞƐŶŽǁ ?ǁŽƵůĚŶ ?ƚǁĞ ? ?
 ? “ŶĚĂůůƉĂƌƚŶĞƌƐƐŝŐŶĞĚƵƉ ? ?ƚŝŵĞƐƚŽĚŽǀĂƌŝŽƵƐďŝƚƐĂŶĚƉŝĞĐĞƐĂŶĚŝƚ ?ƐũƵƐƚ ? ? ?/ƐƵƉƉŽƐĞ
ƚŚĂƚ ?Ɛ ? ? ? / ƐƵƉƉŽƐĞĂůů / ƚŚŝŶŬ ŝƐ ŝƚ ?ƐŵĂĚĞ ŝƚƐůŝŐŚƚůǇŵŽƌĞ ĚŝĨĨŝĐƵůƚ ? (NHSE regional manager, 
London). 
And at local level, much of our data pointed to the difficulties of co-ordinating across a fragmented 
system.  A manager in a CCG in site C commented: 
 
 “ƚŚĞ ĨĂĐƚ ƚŚĂƚ ǁĞ ?ǀĞ ŐŽƚ ĐŽŵŵŝƐƐŝŽŶŝŶŐ ďĞŝŶŐ ĚŽŶĞ ďǇ E,^ ŶŐůĂŶĚ ? ďǇpublic health, by 
CCGs, by specialist commissioning  W so that wŚŽůĞĨƌĂŐŵĞŶƚĂƚŝŽŶ ?/ƚŚŝŶŬ ?ŚĂƐĐĂƵƐĞĚ ?ǁĞůů ?
ŽďǀŝŽƵƐůǇĂůŽƚŽĨĐŚƵƌŶŝŶƚŚĞƐǇƐƚĞŵĂŶĚŝƚ ?ƐŵƵĐŚŚĂƌĚĞƌƚŽŬŶŝƚƚŚĂƚďĂĐŬƚŽŐĞƚŚĞƌ ? ? 
 
She echoed what we heard from many interviewees in local areas when she said: 
 
 “zŽƵǁŽƌŬǁŝƚŚǁŚĂƚǇŽƵǁŽƌŬǁŝƚŚĂŶĚǁĞ ?ůůĨŝŶĚĂǁĂǇƚŽŵĂŬĞŝƚǁŽƌŬ ?ďƵƚŝƚĚŽĞƐŶ ?ƚĨĞĞů
as joined up as it did before ?. 
 
In one site in our ongoing research on CCG commissioning, concerns were raised about the re-
tendering of a public health service to a provider outside of the CCG area. The CCG expressed their 
concern to the LA as GPs felt they should have been consulted given their knowledge of local 
services and highlighted the need to use the experience as a prompt to consider in more depth the 
' ?Ɛ ƌĞůĂƚŝŽŶƐŚŝƉƐ ǁŝƚŚLA commissioners.  In the PRUComm research on CCG commissioning 
(McDermott et al 2015) CCGs commented on the way the changes had disrupted their relationships 
ǁŝƚŚƉƵďůŝĐŚĞĂůƚŚ P “ ‘The main theme when discussing working with public health can be surmised in 
four words: where did they go? ? Respondents frequently cited that there was very good contact and 
relationships with public health whilst they were at the PCT but these relationships have been 
severed with the move to local government. Public health is now largely but not wholly seen as more 
ƌĞŵŽƚĞǁŝƚŚŵƵĐŚůĞƐƐĐŽŶƚĂĐƚĂŶĚŶŽƚůŝŶŬĞĚƚŽůŽĐĂůŝƚŝĞƐĂƐƚŚĞǇƵƐĞĚƚŽďĞ ? ?(p102).   
 
A key role for public health professionals at the local level was identified as being around cross-
system influence, intelligence and co-ordination. Public health: 
 
 “ƉůĂǇƐĂŶŝŶƚĞƌĞƐƚŝŶŐƌŽůĞĂƐĂŬŝŶĚŽĨŐůƵĞŝŶƚŚĞǁŚŽůĞƐǇƐƚĞŵ ? ? ?ŵĂǇďĞƚŚĂƚ ?ƐƉĂƌƚůǇĂůŵŽƐƚ
ďĞĐĂƵƐĞƚŚĞǇŚĂǀĞĂůŝƚƚůĞďŝƚŽĨĂĨŽŽƚŝŶďŽƚŚĐĂŵƉƐďƵƚŝƚ ?ƐĂůƐŽƚŚĂƚƚŚĞǇĂƌĞĂďůĞƚŽƚĂŬĞ
that, you know, that big picture view of whaƚ ƚŚĞ ŶĞĞĚƐ ĂƌĞ ĂŶĚ ǁŚĂƚ ƚŚĞ ƉƌĞƐƐƵƌĞƐ ĂƌĞ ?
(Councillor, site A).   
 
Respondents in one of the sites highlighted the role of public health team as leading and supporting 
 “ ?ƚŚĞƐǇƐƚĞŵƚŽĚĞůŝǀĞƌƉƵďůŝĐŚĞĂůƚŚ ?(DPH).  Influencing the system was seen as a key role of the 





continuity of relationships has been difficult in a system that has been thrown into such flux, with 
many people moving into different roles, organisations and geographical areas.   
 
In one of our county sites, an elected member explained how recently, with public health being part 
of the council, and with the new emphasis on prevention and integration, some work they had 
begun several years previously had really started to take off: 
 
 “^ŽǁĞĚŝĚƐŽŵĞǁŽƌŬĂďŽƵƚƚǁŽǇĞĂƌƐĂŐŽǁŚĞƌĞǁĞƚƌŝĞĚƚŽůŽŽŬĂƚƉƌŝŵĂƌǇĂŶĚƐĞĐŽŶĚĂƌǇ
ƉƌĞǀĞŶƚŝŽŶĂĐƌŽƐƐƚŚĞĐŽƵŶĐŝů ?ǁŝƚŚĐŚŝůĚƌĞŶ ?Ɛ ?ĂĚƵůƚƐ ?ĂŶĚƉƵďůŝĐŚĞĂůƚŚŵĂŝŶůǇ ?ĂŶĚƚŽƐĞĞŝĨ
we could get a joint approach to that. We got a set of principles but public health and 
ĐŚŝůĚƌĞŶ ?ƐĂŶĚĂĚƵůƚƐ ? ?ƐĞƌǀŝĐĞƐ ?ĚŽŶ ?ƚǁŽƌŬĂůǁĂǇƐĂƐĐůŽƐĞůǇĂƐƚŚĞǇĐŽƵůĚ ?tĞ ?ǀĞĞǆƉĂŶĚĞĚ
ƚŚĂƚƚŚŝƐǇĞĂƌĂŶĚǁĞ ?ǀĞŐŽƚĂƌĞĂůůǇĞǆĐŝƚŝŶŐƉŝĞĐĞŽĨǁŽƌŬƚŚĂƚǁĞ ?ǀĞďĞĞŶĚŽŝŶŐƚŽŐĞƚŚĞƌ
ǁŝƚŚ ƉƵďůŝĐ ŚĞĂůƚŚ  ? ƚŚĞ ƌĞůĂƚŝŽŶƐŚŝƉ ?Ɛ ƉƌŽŐƌĞƐƐĞĚ ƚŽ ƚŚĞ ƚŚŝŶŐ ǁŚĞƌĞ ǁĞ ?ƌĞ ŶŽǁ ǁŽƌŬŝŶŐ
across [the county] with the clinical commissioning groups, the district councils, public 
ŚĞĂůƚŚ ?ĐŚŝůĚƌĞŶ ?Ɛ ?ĂĚƵůƚƐ ? ?ŽŶƐŽƌƚŽĨĂŵĞƌŐĞƌƉŝĞĐĞ ?dŚĂƚ ?ƐůĞĚďǇƉƵďůŝĐŚĞĂůƚŚ ?ƐƵƉƉŽƌƚĞĚ
by Ăůů ƚŚĞƌĞƐƚŽĨƵƐĂŶĚǁĞŚĂǀĞĂ ũŽŝŶƚďŽĂƌĚĂŶĚǁĞ ?ƌĞŐŽŝŶŐƚŽ ůŽŽŬĂƚĐĂŶǁĞĂĐƚƵĂůůǇ
ĨŝŐƵƌĞ ŽƵƚ ĂƐ Ă  ? ůŽĐĂůŝƚǇ ? ŝƐ ǁŚĂƚ ǁĞ ?ƌĞ Ăůů ŝŶǀĞƐƚŝŶŐ ŝŶ ƉƌĞǀĞŶƚŝŽŶ ? ǁŚĂƚ ĚŝĨĨĞƌĞŶĐĞ ƚŚĂƚ ?Ɛ
ŵĂŬŝŶŐĂŶĚǁŚĞƌĞƚŚĞŵŽŶĞǇĂĐƚƵĂůůǇŶĞĞĚƐƚŽďĞƌĞĚŝƌĞĐƚĞĚ ? 
 
It was evident across all our sites that many meetings were taking place to bring the relevant people 
together, and to attempt to create some linkages between different elements within the system.  
We saw LA public health teams and CCGs learning how to work together, not as part of the same 
organisation, as they once were, but in separate organisations with their own organisational 
priorities (which are dominated by the need to cut spending).  Whilst these organisations share the 
same goals in terms of health improvemenƚ ?ƚŚĞǇŚĂǀĞƚŽǁŽƌŬǁŝƚŚŝŶƚŚĞŝƌŽǁŶ ?ĂŶĚƚŚĞƐǇƐƚĞŵ ?Ɛ
ĨŝŶĂŶĐŝĂůĐŽŶƐƚƌĂŝŶƚƐ ?tŚŝůƐƚƚŚŝƐǁĂƐŶŽƚĂůǁĂǇƐĂĐŽŵĨŽƌƚĂďůĞƉƌŽĐĞƐƐ ?ĐĂƵƐŝŶŐƐŽŵĞ ‘ƚƵƐƐůĞƐ ?ŽǀĞƌ
ǁŚŽ  ‘ƐŚŽƵůĚ ? ďĞ ƉĂǇŝŶŐ ĨŽƌ ǁŚĂƚ ? ƚŚĞ ƐŝƚƵĂƚŝŽŶ ǁĂƐ ƉƌŽŵƉƚŝŶŐ ŽƌŐĂŶŝƐĂƚŝŽŶƐ ƚŽ ǁŽƌŬ ƚŽŐĞƚŚĞƌ ƚŽ
think about how things might be done differently, as this CCG manager in site C explained: 
 
 “Every time public hĞĂůƚŚŵĂŬĞĂĐƵƚ ?ǁĞĐĂŶ ?ƚƐƚĞƉŝŶƚŽƚŚĂƚ ?EŽǁ ?ǁĞ ?ƌĞƚƌǇŝŶŐƚŽǁŽƌŬŽƵƌ
way around it so we talk about where are we proposing to make cuts?  What are the 
unintended consequences?  How can we mitigate against this?  How could we do this 
differently?  Could we commission this together, instead of you doing that bit and us doing 
ƚŚĂƚďŝƚ ? ŶĚǁĞ ?ƌĞǁŽƌŬŝŶŐŽƵƌǁĂǇƚŚƌŽƵŐŚƚŚĂƚďƵƚ ŝƚ ?ƐŚĂƌĚĞƌƚŚĂŶ ŝƚ ǁĂƐ ?  /ƚ ?ƐŚĂƌĚĞƌ
than it was ?. 
 
We saw in our case study areas that commissioners within public health teams were making efforts 
to communicate their commissioning plans with CCGs  W in site A, the head of commissioning went 
ŽŶĂ  ‘ƌŽĂĚƐŚŽǁ ? ƚĂŬŝŶŐƚŚĞŝƌ Đommissioning intentions out to each of the CCGs.  This represented 
ƉĂƌƚŽĨƚŚĞĂƚƚĞŵƉƚƚŽ ‘ĂůŝŐŶ ?ĐŽŵŵŝƐƐŝŽŶŝŶŐŝŶƚĞŶƚŝŽŶƐ ?/ŶƚŚŝƐƐŝƚĞ ?ƚŚĞǇǁĞƌĞĂƚƚŚĞĞĂƌůǇƐƚĂŐĞƐŽĨ
thinking about more co-ordinated processes of co-commissioning for health improvement services. 
 
Public health staff  demonstrated that their roles within the new system focused much more on 





ƐƵƐƚĂŝŶĂďŝůŝƚǇ ? ? ĂŶĚ ŝĚĞŶƚŝĨǇŝŶŐ  ‘ĐŽ-ďĞŶĞĨŝƚƐ ? ĂĐƌŽƐƐ ĚŝĨĨerent organisations and issues.  In addition, 
elected members, who have historically had a role in helping to coordinate local action, have 
become more important as actors within the public health system. 
 
However, many respondents referred to the complex local environment for public health, especially 
where the public health team spanned more than one council and where there were multiple 
providers.  For example, a respondent working in a healthy schools partnership in site B commented:  
 
 “the other area iƐ ŐĞƚƚŝŶŐ ƚŚĞ ƉĂƌƚŶĞƌ ƐƵƉƉŽƌƚ ? ŶŽǁ ǁŚĞŶ / ƐĂǇ ƉĂƌƚŶĞƌ ƚŚĂƚ ?Ɛ ŐŽŝŶŐ ƚŽ ďĞ
LAs/NHS services, and for me that was going to be complicated because they operate differently 
across the [local councils], so there might be a dietetics team for example, working in one 
[council], but not in another, so I know I can get them to work with the schools around healthy 
eating policies. YŽƵ ?ůůŐĞƚĚŝĨĨĞƌĞŶƚůĞǀĞůƐďĞĐĂƵƐĞŽĨƚŚĞĚŝĨĨĞƌĞŶƚĐŽŶƚƌĂĐƚƐǁŝƚŚƚŚŽƐĞ ?ĐŽƵŶĐŝůƐ ? ?
ƐŽǇŽƵ ?ůůŚĂǀĞĚŝĨĨĞƌĞŶƚƉĞŽƉůĞŽŶĚŝĨĨĞƌĞŶƚĐŽŶƚƌĂĐƚs delivering certain services, you might have 
the police delivering on drugs, gangs and violence in one [council] etc, any of those partnerships I 
ŚĂǀĞƚŽƐƚĂƌƚďƌŝŶŐŝŶŐƚŚĞŵŝŶ ?ƚŚĞŶǇŽƵƐƚĂƌƚǁŽƌŬŝŶŐǁŝƚŚƚŚŽƐĞƚŚĂƚĂƌĞŶ ?ƚŝŶ>Ɛ ?ƐŽǇŽƵŵŝŐŚƚ
have e.g. tŚĞĚŝĞƚĞƚŝĐƐƚĞĂŵ ?ǁŚŽĂƌĞƉĂƌƚŽĨƚŚĞE,^ ? ? 
 
The complexity led sometimes to confusion and a lack of co-ordination. In site D, the NHS trust ran a 
programme for schools, but there was no consultation about it.  There was a lack of strategic linking 
across programmes and it felt that there was a need for less of a silo approach and mentality.  A 
local councillor was particularly critical of CCGs for not working in partnership:  
 
 “ ?ƚŚĞƚƌƵƐƚ ?ƚŚĞǇ ?ƌĞƌƵŶŶŝŶŐƐŽŵĞƚŚŝŶŐŝŶƚŚĞƐĐŚŽŽůŚŽůŝĚĂǇƐǁŝƚŚŶŽĚŝƐĐƵƐƐŝŽŶƚŽpublic health 
Žƌ ƚŽĂŶǇďŽĚǇĞůƐĞ ?ůŝŬĞ ƚŚĞǇƐŚŽƵůĚďĞĚŽŝŶŐ ? ƚŚĞǇ ?ǀĞĚŽne it off their own back, so it's a real 
dog ?ƐĚŝŶŶĞƌ ?ǇŽƵŬŶŽǁ ? ? (Councillor, site D) 
 
In site A, a public health officer explained her confusion when she read in a strategic report that a 
CCG were planning to create a central portal for health promotion services.  These health promotion 




Whilst our research did not focus on collecting detailed data on regional or national level co-
ordination mechanisms, we did get insights into co-ordination mechanisms within our case study 
areas.  Local systems are seemingly difficult and complex to co-ordinate.  The organisations have 
internal management systems that are largely incompatible with each other, and we identified 
issues with information sharing, for instance (see section 4).  The external accountability of the 
system is complex, given the achievement of outcomes is dependent on organisations working 







The most important co-ordinating mechanism identified at a local level was the HWB.  HWBs were 
established to provide co-ordination and strategy development in the local system.  It was clear both 
from policy documents and from our research data, that HWBs have an important role to play in 
cross-system coordination.  In our earlier interviews, participants usually talked about HWBs with a 
sense of optimism.  HWBs were seen to play a key part in (potentially) pushing ahead system 
change, particularly around the integration agenda.  Their position in the council, and their 
membership - often chaired by a senior councillor - was seen to give the HWB the opportunity to 
progress on the whole redesign of the system, taking the public with them as they went.  
 
HWBs were expected to promote greater integration and partnership, including joint commissioning, 
integrated provision, and pooled budgets where appropriate. They were described by the DH as 
 “sitting at the heart of local commissioning decisions, underpinning improved health, social care and 
public health outcomes for the whole community ?  ?DH 2011c:7).  In our 2014 survey (Jenkins et al 
2015), ƌĞƐƉŽŶĚĞŶƚƐ ƌĞƉŽƌƚĞĚ ƚŚĂƚ ƚŚĞ ŵĂŝŶ ďĞŶĞĨŝƚ ŽĨ ƚŚĞ ,t ǁĂƐ ƚŚĂƚ ŝƚ ǁĂƐ  ‘ĚĞĨŝŶŝƚĞůǇ ?
instrumental in identifying main health and wellbeing priorities (61%, N=81), although as many as 
63% of DsPH felt ƚŚĂƚƚŚĞ,tǁĂƐ ‘ŶŽƚƌĞĂůůǇ ?ŵĂŬŝŶŐĚŝĨĨŝĐƵůƚdecisions. In 2015, respondents still 
thought that being  ‘ŝŶƐƚƌƵŵĞŶƚĂů ŝŶ ŝĚĞŶƚŝĨǇŝŶŐ ƚŚĞ ŵĂŝŶ ŚĞĂůƚŚ ĂŶĚ ǁĞůůďĞŝŶŐ ƉƌŝŽƌŝƚŝĞƐ ? ĂŶĚ
 ‘ƐƚƌĞŶŐƚŚĞŶŝŶŐƌĞůĂƚŝŽŶƐŚŝƉƐďĞƚǁĞĞŶĐŽŵŵŝƐƐŝŽŶŝŶŐŽƌŐĂŶŝƐĂƚŝŽŶƐ ? were the most effective aspects 
of HWBs (with 48% and 45%, N=65, respectively in these areas saying that HWBs were definitely 
having an effect), and 54% thought that HWBs were not really making difficult decisions.   In the 
individual authorities where we could compare 2014 with 2015 the same overall pattern emerged, 
although there were individually changing views regarding whether their HWB was beginning to 
address the wider determinants of health, as nearly a half of the DsPH gave a different reply in 2015.   
 
The relationships between county and district councils raised particular problems around co-
ordination and how sub-county HWBs were organised. In both our county sites, due to the large 
number of district councils, not all could be represented on the county-level HWB.  However, both 
had representative district councils on the board, and, as described in our previous report (Peckham 
et al 2015), there were local versions of HWBs in both counties.  These were aligned with district 
council or CCG boundaries and involved public health representation, providing a framework for 
embedding county-based public health specialists in more localised activity. However, there was 
variation in how the local HWBs were functioning (discussed below).  As the DPH in site A observed  W 
 “/ ?ŵŶŽƚƐƵƌĞǁĞ ?ǀĞƋƵŝƚĞŐŽƚĂůůŽĨƚŚĂƚƐŽƌƚŽĨƌĞůĂƚŝŽŶƐŚŝƉƐƚƵĨĨƌŝŐŚƚ ? ? 
 
The DPH is a statutory member of the HWB, but within our case study sites there were different 
expectations about how engaged HWBs actually were, or should be, with the wider public health 
agenda: 
 
 “tĞŚĂǀĞĂǀĞƌǇƐƚƌŽŶŐĨŽĐƵƐŽŶŝŶƚĞŐƌĂƚŝŽŶ ?ĞƚƚĞƌĂƌĞ&ƵŶĚ W ĂůůƚŚĂƚƐŝĚĞŽĨƚŚŝŶŐƐ ?/ ?ŵ
ĐŽŶƐĐŝŽƵƐ ƐŽŵĞƚŝŵĞƐ ŽĨ ĂŶ ĞůĞŵĞŶƚ ŽĨ ĐƌŝƚŝĐŝƐŵ ?  tĞůů /ŵĞĂŶ ǁŚĞŶ / ƐĂǇ ĐƌŝƚŝĐŝƐŵ ŝƚ ?Ɛ
ƉƌŽďĂďůǇĂďŝƚƐƚƌŽŶŐ ?ƚŚĞƌĞ ?ƐĂůǁĂǇƐĂĐŚĂůůĞŶŐĞ ƚŽƐĂǇ ?  ?ƌĞǇŽƵĂĐƚƵĂůůǇ ƚŚŝŶŬŝŶŐĞŶŽƵŐŚ
ĂďŽƵƚůŽŶŐƚĞƌŵĚĞƚĞƌŵŝŶĂŶƚƐĂŶĚĂůůƚŚĞƐŽƌƚŽĨƉƵďůŝĐŚĞĂůƚŚĂŐĞŶĚĂ ? ? ? (Councillor/Chair 






ŽŶĐĞƌŶ ŚĂĚ ďĞĞŶ ĞǆƉƌĞƐƐĞĚ ƚŚĂƚ ,tƐ ŵŝŐŚƚ ďĞ  “ƚĂůŬŝŶŐ ƐŚŽƉƐ ? ĂƐ ƚŚĞǇ ĚŝĚ ŶŽƚ ŚĂǀĞ ƐƚĂƚƵƚŽƌǇ
powers (HCLGC 2012, Humphries and Galea 2013). However, respondents in our case studies were 
generally positive about the role of HWBs, despite some feelings that these roles were still 
developing. 
 
Our 2015 survey results confirmed that most DsPH (96%, N=69) and elected members leading on 
health (97%, N=36) were members of the HWB; this had not changed since 2014.  Our survey asked 
if membership of the board had enabled DsPH to have greater influence and replies showed that in 
2015 more DsPH felt  that a seat on the HWB had enabled them to strategically influence work in the 
local health/social care community (83% N=66 in 2015, compared to 77% N=35 in 2014), more felt it 
had allowed them to influence decision-making in other organisations locally (74% in 2015, 
compared to 68%), and more felt able to influence decision-making in their own organisation, (74% 
in 2015, compared to 66%).  This suggests that, despite mixed views on what the HWB was 
achieving, DsPH were continuing to gain influence through being a board member.  Figures for 
elected members were slightly lower with 60-69% saying membership of the HWB allowed them to 
be influential in these areas. 
 
In such a fragmented system, it was clear that HWBs could not always accommodate all the key 
people around the table.  In site D, this councillor pointed to the absence of NHSE from their HWB 
and the problems arising from this: 
 
 “in the new structures, NHS England have a major role to play in the financing of primary care.  
 ?Yet, it's only the CCGs that have tapped into the collective of the health and wellbeing board.  
E,^ ŶŐůĂŶĚ ŝƐŶ ?ƚ ?  ŶĚ ƚŚĞǇ ƚŚŝŶŬ ? Žƌ ĂƉƉĂƌĞŶƚůǇ ?ŝƚ ?ƐĂƉƉĂƌĞŶƚ ƚŽ ŵĞ ƚŚĞǇ ƚŚŝŶŬ ƚŚĞǇ ĐĂŶ
operate outside of it.  And we had an example only this year whereby, about a week after the 
CCGs had committed to the Better Care plan, NHS England reviewed some of the funding 
decisions about primary care and pulled a lot of money out of primary care.  Well, completely the 
wrong timing, no warning, no consultation.  Just letters written to practices saying, the funding 
you had last year is no longer available.  When the whole primary care system just agreed to this 
major Better Care plan process ? ? 
 
5.4 Summary 
In terms of identifying priorities and developing strategies, whilst there has been frantic activity 
around the re-organisation of systems, structures and processes, which have had important knock-
ons for role, relationships and functions, we have not necessarily seen any real shift in consequent 
priorities and strategies.  Elements of the new system continue to negotiate relationships with each 
other in terms of public health delivery. There is a continuing dynamic introduced as public health 
services are decommissioned and re-commissioned by LAs. In addition the relationship between 
public health departments and CCGs remains unclear in many areas with concerns remaining about 
the range and type of support provided by public health to CCGs.  System co-ordination also remains 
an area where roles and responsibilities are not clear. The aim was for LAs to become system leaders 





while LAs are developing their leadership role there is little evidence to suggest that HWBs are 
undertaking a system co-ordination role or prioritising public health issues.  From our research it is 
also apparent that there is a mismatch between the rhetoric at policy level which emphasises the 
importance of prevention, and the reality which has seen cuts in public health funding and refusal by 
ƉŽůŝĐǇŵĂŬĞƌƐƚŽƚĂŬĞƉŽƐŝƚŝǀĞĂĐƚŝŽŶŽŶŬĞǇƉŽƚĞŶƚŝĂů  ‘ƐǇƐƚĞŵ-ůĞǀĞů ? ůĞǀĞƌƐĨŽƌĐŚĂŶge favoured by 
much of the public health professional community (e.g. minimum unit pricing for alcohol and a sugar 
tax for sugar-sweetened beverages).  Our data does suggest that the public health profession (now 
largely performing as civil servants within PHE and local councils) has lost some of its independence 
and authority in terms of being able to speak out on key issues where their views are at odds with LA 











6 Obesity prevention and weight management Ȃ signs of a new 
approach? 
 
This section of the report discusses the work of public health in relation to approaches being taken 
to tackle obesity following the move into local government. Obesity was chosen as a tracer issue to 
explore aspects of the move in greater depth (for example, commissioning of services) and in 
ƉĂƌƚŝĐƵůĂƌ ƚŚĞ ĞǆƚĞŶƚ ƚŽ ǁŚŝĐŚ ƚŚĞƌĞ ĂƌĞ  ‘ŶĞǁ ǁĂǇƐ ŽĨ ǁŽƌŬŝŶŐ ? ŝŶ ƚŚĞ >Ɛ ?  DŽƐƚ ŽĨ ƚŚĞ ĨŝŶĚŝŶŐƐ
relating to obesity come from the case study sites, with the survey contributing information only on 
changes in the commissioning of weight management services.  We investigated what and how 
things have changed with regard to weight management and obesity approaches since public health 
moved into local government, and go on to highlight areas of challenge and opportunity in this 
regard.  Given that the move of public health was seen as an opportunity to work in new ways and to 
enable a focus on the wider determinants of health at a local level (Gadsby et al 2014), we also 
explore public health engagement with LA planning and education departments on health related 
initiatives. 
6.1 The changing nature of weight management services in local government  
All of our study sites have adopted changes, to some extent, in their strategic approach to obesity 
and the delivery of services to tackle the issue.  Throughout the period of our research, a large 
number of guidelines were produced which helped to reinforce obesity as a key priority, and to 
promote more consistent practice in this area, including: NICE public health guidance and advice 
LGB9 (May 2013), PH47 (Oct 13), PH53 (May 2014), PH54 (Sept 2014), CG189 (Nov 2014), NG7 
(March 2015), QS94 (July 2015); and a joint report on commissioning obesity services (March 2014). 
 
In addition, as discussed already in section 4, the new role played by elected members in public 
health decision making had prompted a fresh look at approaches taken.  In our survey of elected 
members with the health portfolio in 2015, we asked ǁŚĂƚƚŚĞŝƌĂƵƚŚŽƌŝƚǇ ?ƐŵĂŝŶĂƌĞĂƐŽĨĂĐƚŝǀŝƚǇ
were in regard to preventing obesity and improving weight management.  Many councillors 
indicated that they were aiming to increase levels of exercise and sport generally, and had focused 
their efforts on children and schools.  Elected members leading on public health also said they were 
working with planning to increase parks and open spaces and reduce fast food outlets near schools, 
and mentioned other schemes such as weight management and healthy eating, and running broader 
campaigns for lifestyle change.   
6.1.1 Commissioning 
The transfer of contracts to the LAs prompted significant reviews of weight management services, 
like other service areas across public health.  In some cases, historical and current commissioning 
was being compared across different areas that had been brought together (e.g. where several PCT 
teams merged into one council).  Services and contracts were often subject to a new type of, and 
ŵŽƌĞ ŝŶƚĞŶƐĞƐĐƌƵƚŝŶǇĂƐƉƵďůŝĐŚĞĂůƚŚŽĨĨŝĐĞƌƐǁĞƌĞĂƐŬĞĚƚŽ  ‘ƉƌŽǀĞ ?ƚŽĞůĞĐƚĞĚŵĞŵďĞƌƐƚŚĂƚ ƚŚĞ
budget was being spent to best effect.  In several of our sites, these reviews raised important issues 
of gaps in provision (particularly for children and for tier 3 services), or of effectiveness, equity and 






 “tŚĂƚǁĞĨŽƵŶĚŽŶƌĞǀŝĞǁ ? ?ǁĂƐƚŚĂƚ ? ?ƚŚĞǇ ?ǁĞŝŐŚƚŵĂŶĂŐĞŵĞŶƚƉƌŽŐƌĂŵŵĞƐ ?ǁĞƌĞƌĞĂůůǇ
good if you were white, female, middle aged, middle class, that was the typical attendee at 
ŽŶĞŽĨƚŚĞƐĞƐƐŝŽŶƐƚŚĂƚǁĞƌĂŶ ?ƐŽǁĞǁĞƌĞŶ ?ƚŐĞƚƚŝŶŐƚŽƐĞĞƉĞŽƉůĞƚŚĂƚĚŝĚŶ ?ƚůŽŽŬůŝŬĞƚŚĂƚ
ƌĞĂůůǇ ?ďƵƚŽǀĞƌĂůůŝƚǁĂƐĚŝĨĨŝĐƵůƚƚŽĞƐƚĂďůŝƐŚƚŚĂƚǇŽƵǁĞƌĞĂĐŚŝĞǀŝŶŐǀĂůƵĞĨŽƌŵŽŶĞǇƌĞĂůůǇ ?
ĨŽƌƚŚĞĂŵŽƵŶƚŽĨŵŽŶĞǇƚŚĂƚǁĂƐŐŽŝŶŐŝŶƚŽƚŚŽƐĞƉƌŽŐƌĂŵŵĞƐ ? ? 
 
A review of weight management services in site C found that costs ranged from £75 to £6000 for a 
successful weight loss intervention.   This site decommissioned some key weight management 
service contracts soon after transferring to the LA.  
 
Similarly, a review of services across site A found a large number of providers, delivering a plethora 
of services, with little evidence of effectiveness, such that practitioners on the ground were often 
confused about what services were available for whom.  As a result of this and other service reviews, 
and with a focus on cost efficiencies, the public health team were embarking on a complete overhaul 
of their separate health improvement services to commission a new holistic model.   
 
So a great deal of change has been observed in the commissioning of weight management services, 
both in our case study sites, and nationally.  Our 2015 DPH survey (N=68) found that in the previous 
12 months, 35% of respondents reported commissioning new weight management services, 22% 
reported decommissioning services and 16% reporting having made other changes to their weight 
management services.  In comments, respondents reported wanting to shift away from ineffective 
schemes, to increase their focus on children, to use new providers, and to create a more integrated 
pathway.  In four authorities, DsPH said that they had re-designed or commissioned new tier 2 and 3 
services.   
 
The fragmentation of commissioning responsibilities has already been highlighted in this report, and 
we saw this in particular for weight management/obesity services.  PHE have also highlighted this in 
ĂƌĞĐĞŶƚƌĞǀŝĞǁŽĨƚŝĞƌ ?ĂŶĚ ?ƐĞƌǀŝĐĞƐ ?ǁŚŝĐŚŶŽƚĞĚƚŚĂƚ “there is a lack of clarity for commissioning 
ƌĞƐƉŽŶƐŝďŝůŝƚǇĨŽƌƚŝĞƌ ?ƐĞƌǀŝĐĞƐ ? ? ? ? ? ? P ? ? ? ? Despite the sharing of responsibilities across a range of 
organisations, we saw in our case study sites that LAs were taking a strong lead (and in some cases 
operating alone) in their review and development of obesity pathways.  
 
In three of our sites, we saw a general shift in terms of commissioning healthy lifestyles services 
away from targeting individual elements of lifestyles in isolation, towards the commissioning of 
services on the basis of an integrated model that brings together weight management, smoking 
cessation, alcohol reduction and sexual health services, and so on.  This was sometimes talked about 
ŝŶƚĞƌŵƐŽĨĂ ‘ǁŚŽůĞĐŽƵŶĐŝů ?ŽƌŚŽůŝƐƚŝĐĂƉƉƌŽĂĐŚ ?ďƵƚŝƚĚŝĚŶ ?ƚĂůǁĂǇƐƌĞƉƌĞƐĞŶƚĂƐŚŝĨƚŝŶĂƉƉƌŽĂĐŚ
away from individual lifestyle change.  In one of our sites, there was discussion about the 
development of a whole council approach which utilised both the LA and public health skill sets, to 
address a range of factors that influence obesity to ensure positive outcomes.  The aim was to 





behaviour change by shaping the environments in which they live  W for instance, by taking positive 
measures to encourage active transport.   
 
 “zŽƵ ŬŶŽǁ ŝƚ ?Ɛ ŝŵƉŽƌƚĂŶƚ ƚŽ ǁŽƌŬ ĂĐƌŽƐƐ Ă ǁŚŽůe systems approach, including the 
ĞŶǀŝƌŽŶŵĞŶƚ ? ĂŶĚ ƐĞĞŝŶŐ ŚŽǁ ǁĞ ĐĂŶ ŵĂŬĞ ƉĞŽƉůĞ ƌĞĂĚǇ ƚŽ ĐŚĂŶŐĞ ƚŚĞŝƌ ďĞŚĂǀŝŽƵƌ ? ?
(Obesity Programme Manager, site B). 
 
We saw some clear evidence of the impact of financial cuts on service reviews and commissioning 
decisions.  In one site for example, there had been a significant reduction in services and one 
respondent remarked that they had seen a large reduction in the breadth and scope of weight 
management and physical activities services provided (especially for children) after public health had 
transferred into the LA.  These concerns were also mooted by service providers in the same site, 
particularly from a community dietician service, over both the nutritional aspects of public health 
activities and the inability to meet service demand due to the lack of staff or resources to deliver 
programmes and initiatives.  Funding was becoming a similar concern in site C with proposed cuts to 
a school based initiative focusing upon healthy weight.  However, in site B, we saw evidence of 
additional investment in obesity prevention / weight management services, driven partly by the 
responsible cabinet member, who identified child obesity as a key public health priority in their 
council.   
 
6.2 How have things changed? 
6.2.1 Obesity tiers and pathway provision 
Not all of our sites had obesity pathways for both adults and children.  There were also gaps in 
service provision, particularly at the more expensive, clinically-led tier 3 level for obese individuals.  
This finding was consistent with a recent review of tier 2 and 3 services conducted by PHE (2015), 
which also found that some LAs were commissioning tier 3 services despite them being identified as 
a CCG responsibility.  This was the case in two of our case study authorities.  In site A, there was an 
expectation that CCGs would take responsibility for it in due course, in accordance with guidance.  In 
site E, however, it was mentioned that this arrangement ensures smooth pathway provision 
between tiers by giving commissioners a holistic overview of the system.  In our other case study 
sites, tier 3 provision continued to be an issue, owing to insufficient provision by the CCGs or lack of 
clarity as to whose responsibility it was to provide services.  In site D there was no tier 3 provision at 
all, and it was believed that the CCGs did not see it as a priority.  A dietician noted the problems this 
raised: 
 
 “/ƚŚŝŶŬǁĞĚŽŚĂǀĞƉĂƚŝĞŶƚƐǁŚŽǁŽƵůĚďĞŶĞĨŝƚ ĨƌŽŵƚŝĞƌ ?ĂŶĚĂƚƚŝŵĞƐ ŝƚ ?ƐĚŝĨĨŝĐƵůƚ ĨŽƌƵƐ
offering them the level of ƐƵƉƉŽƌƚƚŚĞǇŶĞĞĚ ? ?
 
One of the overriding themes emerging from the interviews is the lack of, and gaps in, provision of 
services for children across the sites. What is available appears to be disparate and disconnected.  





management interventions for children. There were also no family interventions at the time of the 
interviews once children were identified as being overweight.  Another respondent from the same 
site suggested that this situation was exacerbated by a lack of financial and human resources which 
meant that there was not enough capacity to deal with the scale of the obesity problem and the 
commensurate demand for services. The participant felt that they had been successful in raising the 
profile of childhood obesity and increasing the referral rates, but there was less capacity (4 
practitioners) to see the amount of children that needed weight management services (around 
25,000): 
 
 “^ŽƚŚĞƌĞ ?ƐŶŽƚ ĂůŽƚŽƵƚƚŚĞƌĞƌĞĂůůǇ ?ďĞĐĂƵƐĞǁĞŬŶŽǁƚŚĂƚ ?ǁĞůů ?ũƵƐƚŝŶƐĐŚŽŽůĂŐĞĐŚŝůĚƌĞŶ ?
ƚŚĞƌĞ ?ƐƉƌŽďĂďůǇĂďŽƵƚ ? ? ? ? ? ?ƉƌŝŵĂƌǇƐĐŚŽŽůĂŐĞĐŚŝůĚƌĞŶ ?ũƵƐƚƉƌŝŵĂƌǇƐĐŚŽŽůĂŐĞĐŚŝůĚƌĞŶ
ĂŶĚǁĞŬŶŽǁƚŚĂƚĂďŽƵƚĂ ƚŚŝƌĚŽĨ ƚŚŽƐĞǁŝůůďĞŽǀĞƌǁĞŝŐŚƚ ?ƐŽƚŚĂƚ ?Ɛ  ? ? ? ? ? ? ũƵƐƚ ŝn those 
ǇĞĂƌƐ ?tĞŬŶŽǁƚŚĂƚĂďŽƵƚĨŝǀĞƉĞƌĐĞŶƚǁŝůůďĞƐĞǀĞƌĞůǇŽďĞƐĞĂŶĚƵŶĨŽƌƚƵŶĂƚĞůǇƚŚĞƌĞ ?ƐŶŽƚ
ƚŚĞƐĞƌǀŝĐĞƐƚŽƉŝĐŬĂůŽƚŽĨƚŚŽƐĞƵƉ ?/ŶĨĂĐƚ ?ƚŽƉŝĐŬƵƉŵŽƌĞƚŚĂŶĂĨĞǁƉĞƌĐĞŶƚŽĨƚŚĞŵ ? 
 
A public health specialist in site A commented that most of the focus thus far has been on the adult 
pathway but there was also an acknowledgement of the difficulty in getting families engaged (a 
concern also voiced by a health worker in site E). Specifically, both sites noted that there was a lack 
of tier 3 services for children, (in site A, children with complex needs were attending a community-
based family-centred weight management sessions that were not really geared to their needs).  In 
particular, there appeared to be very little provision for older children and teenagers at the 
secondary school age/level. 
 
The difficulties encountered, in respect of providing services in two tier authorities, was also 
referred to.  For instance, in site A there were difficulties in clarifying an adult pathway because of 
the large number of districts and CCGs involved in the coordination of such a pathway. Also, 
historically the two halves of the county had commissioned differently.  A public health specialist in 
site A noted that there was much uncertainty with CCGs and in relation to health commissioning: 
 
 “ ?ƚŚĞƌĞ ?Ɛ Ɛƚŝůů Ă ůŽƚ ŽĨ ĐŚĂŶŐĞƐ ? Ă ůŽƚ ŽĨ ƵŶĐĞƌƚĂŝŶƚǇ ĂƌŽƵŶĚ ǁŚŽ ?Ɛ ŐŽŝŶŐ ƚŽ ĚŽ ƚŚĞ
ĐŽŵŵŝƐƐŝŽŶŝŶŐĂŶĚŽǀĞƌǁŚĂƚŐĞŽŐƌĂƉŚŝĞƐƚŚĞǇ ?ƌĞŐŽŝŶŐƚŽďĞŽƉĞƌĂƚŝŶŐ ? ?
 
However, whilst the picture appears negative in most sites, site B has a 5 year programme focused 
upon children and healthy weight, which was given a fourfold increase in investment since 2014. 
They had recently developed a new family orientated healthy weight pathway which focused on 
childhood obesity. A public health commissioner commented that before the transfer to the LA it 
had to be clear what was preventive work, what was early intervention and what was treatment, 
with the CCGs arguing over financial allocations and responsibilities for provision with the outcome 
being that:  “ ?ƚŚĞƌĞ ?Ɛ ŶĞǀĞƌ ďĞĞŶ ? ? ?Ă ũŽŝŶĞĚ ƵƉ ĐĂƌĞ ƉĂƚŚǁĂǇ ĂŶĚ ƚŚĞƌĞ ĂƐŶ ?ƚ ďĞĞŶ Ă ƌĞĂůůǇ ŐŽŽĚ
ĨŽĐƵƐŽŶĐŚŝůĚŚŽŽĚŽďĞƐŝƚǇƉƌŽŵŽƚŝŽŶ ? ?
 





Since the move of public health to LAs, our case study work showed that there has been a mixed and 
patchy level of involvement between public health, planning and transport.  Capacity issues and a 
history of little prior joint working were factors suggested for the lack of engagement between 
planning, transport and public health, particularly with former PCTs and districts.  However, with 
public health being in the LA, there was a general consensus that there was more opportunity for 
planning and transport to contribute to the health agenda and there has been some obesity focused 
engagement where there had been none previously.  A transport manager in site C suggested that 
there was awareness on both sides and at a number of levels, of the common benefits for transport 
and public health in relation to progressing elements of the health agenda through various 
initiatives. Compared to the former PCTs, they discussed how it was not obvious when public health 
sat with the PCTs how agendas on planning and transport could be progressed and it was reliant on 
the PCTs showing an interest in transport and planning issues.  A planning manager (site C) noted on 





However, this public health manager with a responsibility for obesity (site B) acknowledged the role 
planning could play:  
 
 “ ?ƐŽŝĨǇŽƵƚŚŝŶŬǁĞŚĂǀĞƚŚĞƐĞƌǀŝĐĞƐƚŚĂƚĂƌĞƉƌŽǀŝĚĞĚďǇƚŚĞĐŽƵŶĐŝů ?ƚŚĞƌĞ ?ƐƐŽŵĞƚŚŝŶŐƐ
that are important but might have an indirect effect, like planning and housing, well we can 
do something with social planners, make play areas, if we are designing new buildings are 
ǁĞŐŽŝŶŐƚŽďĞƉƵƚƚŝŶŐŝŶŵŽƌĞǁŝƚŚƐƚĞƉƐ ?ƌĂƚŚĞƌƚŚĂŶůŝĨƚƐ ? ?
 
An environmental advisor based in planning (site B) felt that the planning department had a 
significant voice amongst the public health team in terms of ensuring that wider issues were 
discussed and focused upon - for example encouraging walking as part of an obesity prevention 
strategy. They felt able to showcase what the planning team could offer, rather than resorting back 
to discussions about hot food takeaways which had tended to be the focus: 
 
 ?/Ŷ ƐŽŵĞ ǁĂǇƐ ?  ?ƚŚĞŵŽǀĞ ŽĨ ƉƵďůŝĐ ŚĞĂůƚŚ ŝŶƚŽ ůŽĐĂů ĂƵƚŚŽƌŝƚǇ ? ŚĂƐ ĞŶĂďůĞĚƵƐ ƚŽ ŚĂǀĞ Ă
proper conversation about you know this is what we can offer, this is what planning could 
do, rather than just going back ƚŽƚŚĞĚĞĨĂƵůƚŚŽƚĨŽŽĚƚĂŬĞĂǁĂǇ ? ?
 
In respect of fast food takeaways, one of the main activities mentioned centred on the production of 
SPDs to restrict fast food outlets. It was also notable that in two of the study sites (C and E), the 
production of the SPDs was driven by elected members rather than public health.  Since the move of 
public health into the LA, the planning department in site C had requested the guidance of public 
health on producing an SPD in regard to the restriction of fast food outlets. The SPD emerged from 
ĐŽƵŶĐŝůůŽƌƐ ?ĐŽŶĐĞƌŶƐŶŽƚŽŶůǇĂďŽƵƚƚŚĞŚĞĂůƚŚŝŵƉĂĐƚ ?ďƵƚalso about the quantity of takeaways, in 
addition to them usually only opening during evenings and the lack of opportunities for other 





In some places, public health had made a tangible difference in the funding of initiatives that 
contributed to the obesity agenda.  For instance, in sites C and A, public health had invested 
alongside transport departments into the promotion of cycling. Similarly, there was very good joint 
working in site D in respect of the active travel agenda with some joint funding of programmes and 
transport utilising the public health evidence base to good effect.   
 
However, joint working across planning was more difficult in our two-tier councils.  Overall, there 
had been very little progress in site A to align public health and planning activities except at a 
strategic level, with districts not generally engaged.  In site D planning engaged in a rapid health 
assessment of a large scale housing development in one district where there had historically been 
good joint working.  However, in another district there was no engagement between planning and 
public health.  Even in some of our unitary sites it was argued that public health did not seem to fully 
understand the planning role and tended to view planning in terms of restricting hot food takeaways 
instead of focusing upon how planning can contribute to the wider determinants of health.  Core 
priorities of the individual planning and public health departments and a lack of capacity were seen 
as the major reasons for not progressing some weight management related initiatives in site C.   
6.2.3 Obesity and working with schools 
Healthy Schools Programmes 
The national Healthy Schools programme (discontinued in 2010) was seen to be continuing in four 
out of five of our study sites in various forms.  In site A, although the programme was not badged as 
 ‘ŚĞĂůƚŚǇ ƐĐŚŽŽůƐ ? ? ƚŚĞ ƉƌŽŐƌĂŵŵĞ ĚŝƐƉůĂǇĞĚ Ă ŶƵŵďĞƌ ŽĨƐŝŵilarities in provision to other healthy 
schools programmes across our sites.  
 
In our study sites, healthy schools-type programmes were being shaped around local priorities and 
needs, with school personnel being trained to support children in adopting healthier lifestyles and to 
ƐŝŐŶƉŽƐƚƚŽŽƚŚĞƌƌĞƐŽƵƌĐĞƐ ?DĂŶǇŝŶƚĞƌǀŝĞǁĞĞƐƚĂůŬĞĚĂďŽƵƚ  ‘ǁŚŽůĞƐĐŚŽŽůĂƉƉƌŽĂĐŚĞƐ ?ŽƌŚŽůŝƐƚŝĐ
and strategic approaches to health promotion in schools, and either commissioners or providers 
appeared to be working towards supporting this. In one of our sites, where there had been 
significant increased investment in childhood obesity prevention, the public health team had 
commissioned a healthy schools partnership to support and encourage schools to develop and 
deepen their focus on health and wellbeing.  The partnership was an alliance of LA and health 
services, together with a range of other agencies that work with schools.  It is important to note that 
such activity is not new, but within the new system there are signs of increased opportunities for 
joint working across public health, education and other sectors. In addition, it was believed that the 
increased investment in child obesity prevention was in part because of the move into local 
government: 
 
 “ ?ǁĞůů / ǁŽƵůĚ ƐĂǇ ƚŚĞǇ certainly have embraced this and made it a priority. Before, this 
would have been a historical investment from the NHS, and they have committed to 






The story on investment and funding was mixed, however, and two of our sites had received cuts to 
ŽďĞƐŝƚǇƉƌĞǀĞŶƚŝŽŶƐĞƌǀŝĐĞƐŝŶƐĐŚŽŽůƐ ?dŚĞƌĞǁĞƌĞĂůƐŽƐŝŐŶƐŽĨĂůĂĐŬŽĨ ‘ǁŚŽůĞƐǇƐƚĞŵ ?ĐŽŵŵŝƚŵĞŶƚ
to child obesity prevention/treatment.  A public health lead in one site noted that of the thousands 
of children classed as obese in the LA area, the child weight management programme only had 
between 175 to 190 referrals a year.  Interviewees pointed to a lack of partnership working and 
information sharing with other school based healthy weight programmes in the site.    
 
National Child Measurement Programme (NCMP) 
LAs are asked to collect data on children's height and weight from all state maintained schools 
within their area.  The data are submitted to the Health and Social Care Information Centre (HSCIC) 
and all of the returns are collated and validated centrally.  Until March 2013, PCTs were responsible 
for the collection, holding and processing of NCMP data.  However, LAs are now responsible for the 
collection of NCMP data, as one of the core mandatory services within their public health contract.  
PHE provides operational guidance to LAs and schools to explain how to undertake the exercise.  
  
The value of NCMP data was mentioned by several interviewees, and in site A particularly, a NCMP 
steering group and a set of NCMP locality groups had been established to engage a wide set of 
partners in effectively utilising the data.  Improvements both at national level  W with regards to data 
management and operational guidance  W and local level appeared to have occurred in recent years.  
Some discussion by interviewees reflected ongoing national discussion regarding the best way to 
inform parents of theŝƌ ĐŚŝůĚ ?Ɛ ŵĞĂƐƵƌĞŵĞŶƚƐ ?   ĚŝĞƚŝĐŝĂŶ ǁĞ ŝŶƚĞƌǀŝĞǁĞĚĞƐĐƌŝďĞĚ ƚŚĞ ŽƌŝŐŝŶĂů
EDWůĞƚƚĞƌƚŽƉĂƌĞŶƚƐĂƐ “ĂǁĨƵů ?ĂŶĚ “ĞŵďĂƌƌĂƐƐŝŶŐ ? ?^ŽŵĞůŽĐĂůƐŝƚĞƐŵĂĚĞŵŽĚŝĨŝĐĂƚŝŽŶƐƚŽƚŚĞ
letters.  It was clear that feedback to parents should include information on what services/support 
are available for overweight children and their families.   
 
We identified issues associated with fragmentation of service delivery, particularly with regards to 
managing time lines.  In site C, a public health officer complained that the programme was very 
poorly implemented initially, with the NCMP letters taking months to reach parents.  This had 
subsequently improved thanks to a new database with real time data.  The management of data was 
also seen to be complicated by fragmentation, as this commissioner in another site noted: 
 
 “ ?ďƵƚŽĨĐŽƵƌƐĞ ŝƚ ?ƐŵƵĐŚŵŽƌĞĚŝĨĨŝĐƵůƚ ĨŽƌƵƐŶŽǁ ?dŚĞĐŚŝůĚŚĞĂůƚŚ ŝŶĨŽƌŵĂƚŝŽŶƐĞƌǀŝĐĞ ŝƐ
commissioned by NHS England and data from the providers, child health data goes there  W 
ǁĞĐĂŶ ?ƚĂĐĐĞƐƐŝƚĚŝƌĞĐƚůǇ ? ?  
 
In one of our sites, a new on-ůŝŶĞƉŽƌƚĂůǁĂƐůĂƵŶĐŚĞĚƚŽĂůůŽǁƉĂƌĞŶƚƐƚŽĂĐĐĞƐƐƚŚĞŝƌĐŚŝůĚ ?ƐEDW
data.  By registering on-ůŝŶĞ ?ƉĂƌĞŶƚƐĐŽƵůĚǀŝĞǁƚŚĞŝƌĐŚŝůĚ ?ƐŵĞĂƐƵƌĞŵĞŶƚƐŝŶĂŵŽƌĞĂĐĐĞƐƐŝďůĞĂŶĚ
convenient way, and access information and support for keeping their children healthy.  In another 
of our sites, multi-organisation locality groups were using NCMP data to prioritise activities in certain 
schools and local areas identified as having high prevalence of childhood obesity.  
 





During the time of the research, within our case study sites, we saw a number of different initiatives, 
involving a variety of providers. Some of these initiatives were new, some were re-commissioned 
and some were continuations of former initiatives.  Such initiatives often resonated with national 
campaigns, for instance, to develop more positive food cultures in schools.  Several of our sites 
commissioned family-orientated courses to help people understand the importance of healthy food, 
and to help them to work together to create healthy family meals.  In some cases, programmes 
incorporated physical activity elements. In another site, a programme was commissioned to train 
school staff to deliver healthy eating messages in the classroom and provide schools with food and 
nutrition resources.  However, the context for working with schools appeared to be difficult, with 
ŝŶƚĞƌǀŝĞǁĞĞƐ ŝŶŽŶĞ ƐŝƚĞ ƚĂůŬŝŶŐ ĂďŽƵƚ  ‘ĐŚĂŶŐĞ ĨĂƚŝŐƵĞ ?ǁŝƚŚŝŶ ƐĐŚŽŽůƐ  ?ƉĂƌƚŝĐƵůĂƌůǇ ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ
the ending of national programmes) and other interviewees talking about the constant flux that 
schools were in, and the feeling that it was not productive for them to become engaged with health 
programmes or interventions.  
 
From the provider perspective, one interviewee noted how difficult it was to work with schools, how 
dependent it was on relationships and a particular staff member taking a particular interest, and 
how it was usually the schools with the most problems that were hardest to engage.  In one site, the 
main provider had put a large amount of effort into engaging with schools, but they complained that 
it was hard to demonstrate the impact of this to the commissioning LA. This provider interviewee 
argued that there did not appear to be any benefits to them being commissioned by the council, and 
that there did not seem to be any more involvement with, or from, the education department in the 
authority.  It was clear that the education department was very small, and as such, was focused on 
issues of education standards and Ofsted.  
 
6.3 Tackling Obesity - Opportunities and challenges for Public Health 
6.3.1 Opportunities 
The move to local government has opened up opportunities to work on wider determinants of 
health and obesity, and there was some optimism in this regard  W  “^ŽǁĞ ?ƌĞďĞƚƚĞƌƉůĂĐĞĚƚŽǁŽƌŬŽŶ
ƚŚĞǁŝĚĞƌĚĞƚĞƌŵŝŶĂŶƚƐŽĨŚĞĂůƚŚƚŚĂŶǁĞƌĞƚŚĞƌĞƉƌĞǀŝŽƵƐůǇ ? ?ƉƵďůŝĐŚĞĂůƚŚŽĨĨŝĐĞƌ, site D).  We saw 
much evidence of joint-working, and the need to engage at a wider level across the whole council 
was often recognised  W indeed, as this report has highlighted, public health teams have placed a lot 
of emphasis on embedding themselves within the council and across the local system.  There were 
signs that at least some of this engagement with others was new, or at least of a different quality.    
 
In most of our sites there was much talk about the need to focus upon the wider determinants of 
health and adopt a holistic approach to obesity.  This talk is entirely consistent with the policy aims 
embedded within the reform process.  This was sometimes expressed in terms of developing a 
 ‘ƐǇƐƚĞŵ-ǁŝĚĞƐƚƌĂƚĞŐǇ ?ŽƌĂ ‘ǁŚŽůĞĐŽƵŶĐŝůĂƉƉƌŽĂĐŚ ? ?/ƚƐŚŽƵůĚďĞŶŽƚĞĚ ?ŚŽǁĞǀĞƌ ?ƚŚĂƚƐƵĐŚƚĂůŬŝƐ
not wholly new, is consistent with a national discourse around whole systems approaches, and 
remained largely at the rhetorical level.  One unitary council encompassed within site area A had 





whole systems approach might look like, but it is clear that it is far from easy, and will take time to 
see any concrete changes in action.  
 
We witnessed some opportunities around funding and resources, although these were by no means 
universal. Historically, in site D, weight management was considerably underfunded.  A public health 
manager in site D observed that now they were in the LA they were able to commission programmes 
as required, because they now had the funding. They noted that this was because the former PCT 
priorities weren't always the priorities for public health:  
 
 “/ǁŽƵůĚƐĂǇƚŚĂƚŵŽǀŝŶŐŝŶƚŽĂůŽĐĂůĂƵƚŚŽƌŝƚǇŚĂƐĂĐƚƵĂůůǇŚĞůƉĞĚƚŚĞĐĂƵƐĞŽĨƉƵďůŝĐŚĞĂůƚŚ
ďĞĐĂƵƐĞ/ƚŚŝŶŬǁŚĞŶ ?ƐĂǇ ?ǇŽƵ ?ƌĞůŽŽŬŝŶŐĂƚŽďĞƐŝƚǇǁŝƚŚŝŶƚŚĞWdĂƌĞŶĂŝƚǁĂƐũƵƐƚŽŶĞ ?ǇŽƵ




Another of our sites (site B) witnessed a fourfold increase in funding for a 5 year healthy weight 
programme for children. They have invested much more in their whole school obesity programme 
and are piloting other innovative approaches to obesity prevention.  The emphasis on childhood 
obesity as a key priority came largely from a councillor in this site. 
 
There were also opportunities inherent in the processes of service reviews that came about 
following the move into councils.  Several of our case study public health teams conducted a 
ƚŚŽƌŽƵŐŚ ‘ƐƚŽĐŬ-ƚĂŬĞ ? ?ĂŶĂůǇƐĞĚĞǆŝƐƚŝŶŐƐĞƌǀŝĐĞƐ ?ĂŶĚƉƵƚƚŝŵĞŝŶƚŽƚŚŝŶŬŝŶŐĂďŽƵƚŚŽǁƚŚĞǇŵŝŐŚƚ
commission things differently, or indeed commission different services.     
6.3.2 Challenges 
Whilst it was generally felt that opportunities for improved joint working had opened up following 
the move into LAs, these opportunities were sometimes difficult to realise.  It was clear that where 
opportunities were realised, this was as a result of dedicated commitment and hard work.  The 
building of relationships took time, and this required sufficient capacity across the system.  Overall, 
we witnessed a lack of joined-up working between public health teams and districts in two tier 
authorities, and between public health teams and potentially influential directorates such as 
planning.   
 
/ŶƚǁŽƚŝĞƌĐŽƵŶĐŝůƐǁŝƚŚĂůĂƌŐĞŶƵŵďĞƌŽĨĚŝƐƚƌŝĐƚƐ ?ƚŚĞǀĂƌŝĂƚŝŽŶŝŶƚĞƌŵƐŽĨƚŚĞƐĞĚŝƐƚƌŝĐƚĐŽƵŶĐŝůƐ ?
engagement complicated the provision and co-ordination of services.  In one of our case study areas 
for instance, district councils were sometimes providers and sometimes commissioners of weight 
management services in one half of the county, and very much uninvolved in the other half of the 
county.  Difficulties with engaging a large number of districts, and therefore with strategic 
coordination across planning authorities was mooted as being a barrier to increased work on wider 






Joint working with transport departments appeared to be simpler, being at county level.  A physical 
activity manager in one two-ƚŝĞƌ ƐŝƚĞ ĐŽŵŵĞŶƚĞĚ ƚŚĂƚ ƚŚĞŝƌ ƚĞĂŵ  “work quite well with the other 
ĚĞƉĂƌƚŵĞŶƚƐĂŶĚǁĞ ?ƌĞĚŽŝŶŐĞǀĞŶŵŽƌĞŽĨ ŝƚŶŽǁĂƐǁĞůů ? ?   “tĞǁŽƌŬǀĞƌǇĐůŽƐĞůǇǁŝƚŚŚŝŐŚǁĂǇƐ
ĂŶĚƚƌĂŶƐƉŽƌƚ ? ? However, even in transport, joint work was not inevitable across the sites.   
 
Wider strategic coordination across a fragmented system was also seen to be a challenge.  A deputy 
chief executive of a provider organisation highlighted that there was a lack of strategic coordination 
and joining up of service provision, which was seen as hampering any positive impacts on obesity:  
 
 “ ?ŽŶĞŽĨƚŚĞƐƚƌŝŬŝŶŐƚŚŝŶŐƐĂďŽƵƚŽďĞƐŝƚǇ ?ĂŶĚĐŚŝůĚŽďĞƐŝƚǇ ?ŝƐƚŚĞĨĂĐƚƚŚĂƚƚŚĞƌĞ ?ƐĂŚƵŐĞ
ĂŵŽƵŶƚŽĨǁŽƌŬŐŽŝŶŐŽŶ ?ďƵƚŝƚ ?ƐŝŶĐƌĞĚŝďůǇĚŝƐƉĂƌĂƚĞĂŶĚĚŝƐĐŽŶŶĞĐƚĞĚ ?ŶĚ ?ŵǇĞŵƉŚĂƐŝƐ
really, is to ƚƌǇĂŶĚĐŽŶŶĞĐƚŝƚĂůůƚŽŐĞƚŚĞƌ ?ďĞĐĂƵƐĞƚŚĞƌĞ ?ƐŶŽůĂĐŬŽĨĞ ĨŽƌƚŐŽŝŶŐŝŶƚŽŝƚ ?ďƵƚ
ĞĨĨĞĐƚŝƐ ůŝŵŝƚĞĚ ?/ƚŚŝŶŬ ?/ĨǁĞĚŝĚĂĐŽƐƚďĞŶĞĨŝƚ ?ƚŚĞĂŵŽƵŶƚŽĨĞĨĨŽƌƚƚŚĂƚ ?ƐŐŽŝŶŐŝŶ ?ĂƐƚŽ
ƚŚĞďĞŶĞĨŝƚƚŚĂƚŝƚ ?ƐŚĂǀŝŶŐ ?/ƚŚŝŶŬŝƚǁŽƵůĚďĞǀĞƌǇůŝŵ ƚĞĚ ?/ƚŚŝŶŬǁĞ ?ƌĞĨŽĐƵƐŝŶŐŽƵƌĞĨĨŽƌƚƐ
ĂŶĚŽƵƌĞŶĞƌŐŝĞƐ ŝŶ ƚŚĞƐĐĂƚƚĞƌĞĚǁĂǇ ƚŚĂƚǁĞĚŽŶ ?ƚŬŶŽǁǁŚĞƌĞ ?ƚŚĞƌĞ ?ƐĂǁŚŽůĞ ƌĂĨƚŽĨ
ƐƚƵĨĨƚŚĂƚƉĞŽƉůĞĂƌĞĚŽŝŶŐ ?ƚŚĂƚǁĞŚĂǀĞŶŽŝĚĞĂǁŚĞƚŚĞƌŝƚ ?ƐŐŽƚĂŶǇĞĨĨĞĐƚǁŚĂƚƐŽĞǀĞƌ ? ? 
 
In another site, interviewees explained that there was no strategic joining up of schools-based 
ƉƌŽŐƌĂŵŵĞƐĂŶĚŶŽůŝŶŬĂŐĞƐǁŝƚŚƚŚĞƌĞĐĞŶƚ ‘ŚŽůŝƐƚŝĐ ?ƐĞƌǀŝĐĞĂƌŽƵŶĚǁĞŝŐŚƚŵĂŶĂŐĞŵĞŶƚ ?ƐŵŽŬŝŶŐ
cessation, alcohol intervention etc. This non-public health manager explained their frustration 
around the lack of joining up:  
 
 “ ?ǁĞ ?ǀĞƚƌŝĞĚǀĞƌǇŚĂƌĚƚŽƐƚĂƚĞŽƵƌĐĂƐĞĂďŽƵƚǁŚĂƚǁĞĚŽŝŶƚĞƌŵƐŽĨƉŚǇƐŝĐĂůĂĐƚŝǀŝƚǇĨŽƌ
our young people [to public health] and how much that it is a preventative model certainly 
ĂŶĚ ǁĞ ?ǀĞ ƉƵƚ ĨŽƌǁĂƌĚ ƐƵŐŐĞƐƚĞĚ ƉƌŽŐƌĂŵŵĞƐ ƚŚĂƚ ǁĞ ĐŽƵld run through [our 
ŽƌŐĂŶŝƐĂƚŝŽŶ ? ?ďƵƚŝƚ ?ƐũƵƐƚĨĂůůĞŶŽŶĚĞĂĨĞĂƌƐǁŽƵůĚďĞŵǇƌĞĂĚŝŶŐŽĨŝƚ ? ?
 
This interviewee went on to note that they had no contact with other school based initiatives or the 
holistic service model.  A non-public health manager working on the new holistic service noted that 
ǁŽƌŬǁŝƚŚƚŚĞ ‘ŚĞĂůƚŚǇƐĐŚŽŽůƐ ?ŝŶŝƚŝĂƚŝǀĞǁĂƐ “ ?ĂďŝƚŚŝƚĂŶĚŵŝƐƐ ?ƚŽďĞŚŽŶĞƐƚ ? ? ? A dietician noted 
that they only knew about the physical activity programme because of a (now disbanded) obesity 
partnership group (discussed previously) -  “tĞĚŽŶ ?ƚƌĞĂůůǇůŝŶŬƵƉǁŝƚŚƚŚĞŵďƵƚ/ĚŽŶ ?ƚŬŶŽǁǁŚǇ ?
/ƚ ?ƐŶŽƚďĞĐĂƵƐĞ/ǁŽƵůĚŶ ?ƚǁĂŶƚƚŽ ?/ƚ ?ƐŶŽƚďĞĐĂƵƐĞǁĞ ?ǀĞĞǀĞƌďĞĞŶŽĨĨĞƌĞĚĂŶĚǁĞ ?ǀĞƌĞũĞĐƚĞĚŝƚ ? ? 
 
There was a prevailing concern about lack of and potential further reductions in staff capacity.  For 
example, in one of our sites, there was a proposal for two full time dieticians to be reduced to a 
single part-time post and again in another of our sites they talked about there being not enough 
staff to meet demand.   
Another challenge was voiced around the new emphasis on demonstrable outcomes.  Two managers 
at a provider organisation in site A explained that the council were now more focused on the 
immediate impact on body mass index (BMI), so they, as providers, were tending to focus on 
delivering the targeted programmes (i.e. moving downstream rather than upstream). They argued 





reduction), then there were only going to be clinical-type services commissioned.  There is an 
ongoing dilemma around how to measure effectiveness of universal provision. There is now a much 
stronger focus on outcomes, but it was argued that this raised problems around how to measure the 
 ‘ƐŽĨƚĞƌ ?ďƵƚĞƐƐĞŶƚŝĂůĨŽƵŶĚĂƚŝŽŶǁŽƌŬ ? 
 
6.4 Summary 
Within all sites there was reference by some of those interviewed to the need to work towards a 
more holistic approach to obesity services with recognition of the need to tackle the wider 
determinants of health. However, this was not a universally held view with some sites 
ĚĞŵŽŶƐƚƌĂƚŝŶŐ ƚĞŶƐŝŽŶƐ ďĞƚǁĞĞŶ Ă ƉƵďůŝĐ ŚĞĂůƚŚ  “ƉƌŽĨĞƐƐŝŽŶĂů ? ƉĞƌƐƉĞĐƚŝǀĞ ĂŶĚ Ă ůĂǇ ĞůĞĐƚĞĚ
member view.  There was evidence though that some of our sites were developing (or at least 
talking about) a  ‘ǁŚŽůĞĐŽƵŶĐŝů ?Žƌ  ‘system-ǁŝĚĞ ?ƐƚƌĂƚĞŐŝĐĂƉƉƌŽĂĐŚ.  This reflects the emphasis in 
national policy documents.  However, gaps in pathway and tier provision, further funding cuts and a 
lack of partnership working in some areas, (either through programme provision, organisations or 
district councils), were hampering this approach. A feature in some sites was the disparity in the 
ethos, culture and provision and the subsequent impact on obesity services. What was clear was 
that having councillor and senior officer support (as in sites B and D), or not, could have a significant 
impact in terms of programmes being protected or commissioned, and we noted in our previous 
report (Peckham et al, 2015), how the new system gave rise to the potentially huge role a 
leader/chief executive could play in terms of determining the importance and focus of public health 
goals and activities.  
 
These challenges highlighted for public health and tackling obesity are taking place in, (as our 
previous reports and interviewee accounts have noted), a new system which is highly fragmented 
which makes the provision and coordination of services all the more difficult. However, there is 
evidence that actors are beginning to shape services differently. We saw such an approach with the 
 ‘ďŽƚƚŽŵƵƉ ?ƉŽůŝĐǇĐŽŶƚĞǆƚŽĨƚŚĞŚĞĂůƚŚǇƐĐŚŽŽůƐƉƌŽŐƌĂŵĞŝŶƐŝƚĞ ?ĂŶĚƚŚĞƵƚŝůŝƐĂƚŝŽŶŽĨƉƵďůŝĐ
health data and evidence by planning departments in most study sites, to coordinate service 
provision and for use in the production of SPDs.  Conversely, with such restrictions on funding, it has 
been noted by some respondents that pooled budgets, integrating service provision, and adopting a 
more holistic approach will become the norm, as a transport manager nŽƚĞĚ ?ƚŚĞĚĂǇƐŽĨǁŽƌŬŝŶŐ “ŝŶ
ŐůŽƌŝŽƵƐ ŝƐŽůĂƚŝŽŶ ? ĂƌĞ ŽǀĞƌ ?Certainly our national surveys indicated that broader and more 
integrated approaches were being taken in commissioning weight management services. Either way, 
strategically or through necessity, obesity provision in local government has and will continue to 
evolve as changes across the system seem to gravitate towards the development of locally 
determined and contextually sensitive approaches to public health and the range of activities 












7. Discussion and conclusion 
 
7.1 Policy goals of public health reorganisation 
Prior to the reforms in 2013, the public health system was felt to be lacking synergy and suffering 
from inefficiencies due to overlapping responsibilities.  A key objective of government policy, 
therefore, was to address the perceived fragmentation (DH 2012b).  A number of changes were 
made to the structures and organisation of the public health function in order to:  
 
x increase the emphasis on public health and disease prevention;  
x create a more joined-up system with clearer leadership; and 
x have a greater impact on the wider determinants of health at local level.  
 
The health reforms were just a part of the wide-ranging series of policy reforms implemented by the 
Coalition Government and affecting all major departments.  It is useful to acknowledge the set of 
principles that underpin this entire tranche of reforms.  Briefly, these include (Revolving Doors 
Agency 2010): 
 Big Society ?dŚŝƐŝƐĂďŽƵƚ “ƉƵƚƚŝŶŐŵŽƌĞ ƉŽǁĞƌĂŶĚŽƉƉŽƌƚƵŶŝƚǇŝŶƚŽƉĞŽƉůĞ ?ƐŚĂŶĚƐ ? ?/ƚis 
ƉŽƐŝƚĞĚĂƐĂŶĂůƚĞƌŶĂƚŝǀĞƚŽ ‘ŝŐ'ŽǀĞƌŶŵĞŶƚ ? ?ĂŶĚŝƚĞŵƉŚĂƐŝƐĞs personal, professional, civic 
and corporate responsibility (Cabinet Office 2010b).  
 Localism.  Localism focuses on the decentralisation of power away from central government 
towards local communities and individuals. It is about giving people as much power as 
possible in decision making and planning decisions. Localism is a key part of Big Society  W 
giving people more control over decisions that affect them, and in return expecting people 
to take responsibility for improvements locally. TŚĞŽĂůŝƚŝŽŶ'ŽǀĞƌŶŵĞŶƚ ?ƐǀŝĞǁwas that 
 “ƚŚĞƚŝŵĞŚĂƐĐŽŵĞƚŽĚŝƐƉĞƌƐĞƉŽǁĞƌŵŽƌĞǁŝĚĞůǇŝŶƌŝƚĂŝŶƚŽĚĂǇ ? (Cabinet Office 2010a:7). 
 Freedom.  Along with fairness and responsibility, freedom is one of the three key principles 
of the Coalition Government, focusing on protecting civil liberties, repealing unnecessary 
laws, and cutting restrictive red tape (Cabinet Office 2010a). 
 Fairness. The emphasis is on fairness rather than equality, and it is seen as something that 
cannot be achieved through centralised targets.  Rather, families, charities, religious 
movements and co-operatives are seen to have a key role in helping to reduce the 
unfairness of poverty and deprivation and helping the most vulnerable in society.  
 Responsibility  W Government responsibility with public finances, personal responsibility for 
individual actions, and social responsibility towards each other. There is a strong focus on 
ƐŽĐŝĂů ĂŶĚ ƉĞƌƐŽŶĂů ƌĞƐƉŽŶƐŝďŝůŝƚǇ ? ŝŶ ĐŽŶƚƌĂƐƚ ƚŽ >ĂďŽƵƌ ?Ɛ more limited focus on state 
ƌĞƐƉŽŶƐŝďŝůŝƚǇ ?ŐĂŝŶ ?ƚŚŝƐŝƐĐĞŶƚƌĂůƚŽƚŚĞŶŽƚŝŽŶŽĨĂ ‘ďŝŐƐŽĐŝĞƚǇ ? ?
 
We have seen in our research how these principles are embedded within the policies and 
implementation plans associated with health and social care reforms.  They are reflected in the set 
ŽĨǀĂůƵĞƐŝĚĞŶƚŝĨŝĞĚďǇE,^ ?ǁŚŝĐŚŝŶĐůƵĚĞ ‘ŽĨĨĞƌŝŶŐůĞĂĚĞƌƐŚŝƉĂŶĚĚŝƌĞĐƚŝŽŶ ? ?ĂŶĚ ‘ŵĂŬŝŶŐƉĂƚŝĞŶƚƐ ?
ĐůŝŶŝĐŝĂŶƐĂŶĚĐĂƌĞƌƐĐĞŶƚƌĂůƚŽĚĞĐŝƐŝŽŶŵĂŬŝŶŐ ? ?dŚĞǇĂƌĞĂůƐŽƌĞĨůĞĐƚĞĚŝŶW, ?ƐǀĂůƵĞƐ ?ǁŚŝĐŚĐůĂŝŵ
Ă  ‘ĐƵůƚƵƌĞŽĨƐƵďƐŝĚŝĂƌŝƚǇ ?ĨŽĐƵƐĞĚŽŶƐƵƉƉŽƌƚĨŽƌ ůŽĐĂůĂĐĐŽƵŶƚĂďŝůŝƚǇĂŶĚĂĐƚŝŽŶ ?ĂŶĚĞŵƉŚĂƐŝƐĞ ŝƚƐ






The HSCA12 embodied the commitment to decentralisation set out in the Localism Act 2011.  
 
 “The Government believes that many of the wider determinants of health (for example, 
housing, economic development, transport) can be more easily impacted by local authorities, 
who have overall responsibility for improving the local area for their populatioŶƐ ? ?(DH, 
2012d, p1) ? 
 
Localism was frequently used as a justification for the increased role of LAs in public health delivery, 
typically by spokespersons from the Government, DH or LAs. For example, Anna Soubry (then 
Parliamentary Under Secretary of State for Health) emphasised the central importance of localism to 
the reforms:  “... at the end of the day, we are all about localism and letting health and wellbeing 
boards determine their own composition and work, based on their own strategic needs assessment of 
their area. ? (Evidence to House of Commons Communities and Local Government Committee 
21/1/2013). 
 
In examining how the public health reforms have played out in practice however, we have seen that 
LAs clearly vary in their political persuasion; local politics, history and individual personalities will 
lend particular values and principles to these organisations, which may be in conflict with central 
government.   
 
Putting LAs in charge of driving health improvement was central to developing a new approach to 
ŝŵƉƌŽǀŝŶŐ ŚĞĂůƚŚ ĂŶĚ ĐŽŽƌĚŝŶĂƚŝŶŐ ůŽĐĂů ĞĨĨŽƌƚƐ ƚŽ ƉƌŽƚĞĐƚ ĂŶĚ ŝŵƉƌŽǀĞ ƚŚĞ ƉƵďůŝĐ ?Ɛ ŚĞĂůƚŚ ? The 
transfer of public health activities into local government sought to build on the developing role of 
LAs in shaping local places to create healthier environments through spatial planning and local 
initiatives to improve health and wellbeing.  This is in part due to the discretionary duty of LAs for 
 “ ?ƉƌŽŵŽƚŝŶŐ Žƌ ŝŵƉƌŽǀŝŶŐ ƚŚĞ ƐŽĐŝĂů ĂŶĚ ĞŶǀŝƌŽŶŵĞŶƚĂů ǁĞůů-ďĞŝŶŐ ŽĨ ƚŚĞŝƌ ĂƌĞĂ ? ? (8) under the 
Local Government Act 2000.  The move was not about recreating a pre-1974 landscape, when public 
health previously resided in local government (Gorsky 2014).  Rather, it acknowledged the fact that 
local government had taken on a much wider role working with a range of partners to ensure that 
public health could have a significant impact on  “ ?ƚŚĞ  ?ďƌŽĂĚĞƌĚĞƚĞƌŵŝŶĂŶƚƐŽĨŚĞĂůƚŚ  WƉĞŽƉůĞ ?Ɛ
local environment, housing, transport, employment, and their social interactions  W [which] can be 
significantly influenced by how local authorities deliver their core roles and functions ? (Buck and 
Gregory, 2013:3).  The key role of public health in promoting economic, social and environmental 
wellbeing in local communities was considered a natural fit with this expanded portfolio of local 
government (DH, 2011b). The government set a number of policy goals in the White Paper (DH 
2010) and in other policy guidance (See table 1, section 1.3).  In table 7 below, we identify a set of 
key policy assumptions that relate to different aspects affecting the structure and functioning of the 
public health system.  
 
The Government hoped for strong local political leadership and better integration between health, 
social care and public health, leading to a community-wide approach to protecting and promoting 
health and wellbeing. It was anticipated that the public health function would provide new 





the individual and behavioural determinants. The Government envisaged that the DPH and the HWB 
would have key strategic leadership and co-ordinating roles to play in the new system. The HSCA12 
gave LAs a statutory duty to create HWBs which were intended as forums where key leaders from 
the health ĂŶĚ ĐĂƌĞ ƐǇƐƚĞŵ ǁŽƵůĚ ǁŽƌŬ ƚŽŐĞƚŚĞƌ  “ƚŽ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞŝƌ ůŽĐĂů ĐŽŵŵƵŶŝƚǇ ?Ɛ ŶĞĞĚƐ ?
agree priorities and encourage commissioners to work in a more joined up way ? ? ?, ? ? ? ?c).  
 




x LA and DPH = strategic public health leaders for their local population. 
x Elected members in councils to have leadership role in improving public health 
and reducing health inequalities. 
x Greater democratic accountability. 
x PHE to take national lead on public health  W they will support, influence and 
ŵŽŶŝƚŽƌ ůŽĐĂů ƉƌŽǀŝƐŝŽŶ ? ďƵƚ ƚŚĞ ŝŶƚĞŶƚŝŽŶ ŝƐ ƚŚĂƚ ƚŚĞǇ ŚĂǀĞ Ă  ‘ŚĂŶĚƐ ŽĨĨ ?
relationship with local system design. 
x HWBs to provide overall strategic direction for improving wellbeing at local level. 
Structural 
capacity 
x New ring-fenced public health budget for LAs. 
x PHE established as single national public health body. 
Outcomes 
and Goals 
x Organisations held to account for achieving outcomes through the outcomes 
framework. 
x Greater uniformity of services across England due to identification of six standard 
functions that LAs must provide. 
Values and 
principles 
x Increased localism  W emphasis on local solutions, decision-making and local 
democracy. 
x Further integration of services will lead to increased sustainability of services and 
to improvement in health and wellbeing outcomes.  
x Emphasis on shared responsibilities. 
Population x Local people involved in the preparation of their JSNA and JHWS through 
statutory duties. 
Context x Public health responsibilities vested in all county and unitary authorities. 
x Duty on HWBs to encourage integrated working between commissioners of NHS, 
public health and social care services for the advancement of the health and 
wellbeing of the local population. 
x Promotion of competition. 
x Emphasis on efficiency savings. 
Public health 
practice 
x Local government has a new set of duties to protect and improve local public 
health.  
x LAs have new powers both to commission and to provide public health services.   
 
Our findings suggest that achieving these policy objectives has been more difficult than anticipated. 
While the gŽǀĞƌŶŵĞŶƚ ?ƐƉƌŽƉŽƐĂůƐĨŽƌƉƵďůŝĐŚĞĂůƚŚǁĞƌĞŐĞŶĞƌĂůůǇǁĞůĐŽŵĞĚďǇďŽƚŚƉƵďůŝĐŚĞĂůƚŚ





recent  announcement of continuing public health budget cuts has heightened concerns about the 
ability of LAs to deliver public health services  W particularly in relation to developing the health 
improvement agenda and emphasis on prevention set out in Government policy and the NHSE Five 
Year Forward View (NHSE 2014). The key opportunities and challenges, as seen by these stakeholder 
and commentators, were summarised in table 2, section 1.4 of this report.  We now reconsider 
those opportunities and challenges in light of our research findings. The focus of this project was on 
the development of the new organisational arrangements for public health in England and the 
impact this has had on governance and how public health is commissioned at a local level.  The 
following section therefore summarises our research findings relating to these aspects of the 
'ŽǀĞƌŶŵĞŶƚ ?Ɛ ŽďũĞĐƚŝǀĞƐ ĂŶĚour key research questions ? ĨŽĐƵƐŝŶŐ ŽŶ ƚŚĞ ƋƵĞƐƚŝŽŶ  ‘ǁŚĂƚ ŚĂƐ
ĐŚĂŶŐĞĚ ? ?in relation to issues of leadership and governance, structural capacity and outcomes and 
goals. The remaining key policy objectives also related to some aspects of our research and were 
explored where relevant and our key findings related to these other objectives are discussed in 
relation to what has changed. 
7.2 Key findings Ȃ reconsidering the opportunities and challenges for capacity 
strengthening 
7.2.1 Leadership and governance 
There were opportunities associated with LAs being stronger leaders of local public health systems.  
Our research identified many opportunities for cross-directorate working, although it is unclear how 
different or new these opportunities were, given that there was considerable joint working 
happening prior to the reforms  W although joint working with planning and transportation was less 
prevalent.  We found that leadership for public health at local level had become more dispersed.  
The new system gives rise to the potentially huge role a senior councillor or chief executive can play 
in terms of determining the importance and focus of public health goals and activities.  The DPH role 
has shifted from a key decision making role, to a more advisory one.  
We found that councillors were playing a key role in holding public health to account.  Councillors 
were often more demanding with regards to value for money and the demonstration of outcomes, 
although there was sometimes tension around how performance is measured for more complex 
public health interventions.  There were also opportunities for the council to look more strategically 
at what they were the getting for their investments in broader terms, rather than just focusing on 
specific service objectives/outcomes.  There was some evidence of refocusing taking place, for 
example, with health trainers taking on a broader remit.  It was felt that the new democratic context 
provided greater credibility for public health activity.  There were concerns about councillor 
involvement and the visibility of public health compared to other services  W for instance, councillors 
are likely to get lobbied more on visible services to the wider community (e.g. libraries, rather than 
sexual health clinics).  It was recognised that working in a democratic environment is different to 
working within the NHS.  However, public health specialists reported feeling accountable to multiple 
constituencies - the local population, the DPH, councillors, CCGs, etc.  The situation appeared 





reference to fracturing between health improvement in LAs and more clinical  ‘ŚĞĂůƚŚƐĞƌǀŝĐĞƐ ?public 
health activity. 
With regards to accountability, we found some differences in the line management structures and 
the relationships between the DPH and councillors in the different councils.  All councils seemed to 
have some form of open channel between public health consultants/DPH and councillors, but there 
were differences in how line management was perceived and undertaken.  Other public health staff 
had found difficulties in being held to account as commissioners, where councillors demanded detail 
about activities, services and outcomes.  This suggested an increased demand for more detailed 
knowledge by councillors since gaining this responsibility, perhaps related to their accountability to 
the public.  We found evidence to suggest that councillors were holding public health officers to 
account, but there was no clear pattern of where or how this happened within governance 
structures. 
The sense of councils being accountable to the DsPH was less evident in our research.  Whilst DsPH 
felt that it was their responsibility to act independently and bring public health issues to the 
attention of the council, there were clear difficulties in balancing this with their corporate 
accountabilities, and their need ƚŽ  ‘ƚŽw ƚŚĞ ůŝŶĞ ? ŽĨ ƚŚĞ ĐŽƵŶĐŝů ?  dŚĞ ŝnfluence of politics was 
stronger in some areas than others.  In addition, whilst most DsPH reported having good access to 
councillors, thĞǇǁĞƌĞŶŽƚĂůůĂĐŽƌĞ ?ĨŽƌŵĂůŵĞŵďĞƌŽĨƚŚĞĐŽƵŶĐŝů ?Ɛsenior management team.  Our 
research suggested that on the whole, DsPH felt they have less freedom and autonomy to make 
decisions than prior to the reforms.   However, this did depend on a wide range of local contextual 
factors.   
There was some concern about the advice and influence of public health over the NHS waning, with 
the relocation of public health staff being moved outside of the NHS.  Our research found that 
relationships between public health officers in LAs and CCGs on the whole tended to be good.  A 
number of key features and structures of governance aided these good relationships, such as key 
ƉĞŽƉůĞĂƚƚĞŶĚŝŶŐĞĂĐŚŽƚŚĞƌ ?ƐŵĞĞƚŝŶŐƐ(for example, the DPH being on the CCG board and invited 
to their executive), and good joint working between the CCG and public health on various 
programmes (e.g. NHS Health Checks), joint commissioning and other initiatives (e.g. Better Care 
Fund). Relationships were threatened, however, by lack of capacity  W particularly where shrinking 
public health teams were spread across multiple CCGs.  
Relationships with CCGs were not without their difficulties, and opportunities to work together were 
missed.  There was a sense among both public health officers and CCGs that influence of public 
health had diminished since its move from PCTs.  Remaining concerns included confusion or disputes 
about funding allocations/funding streams; concerns around engagement on a variety of issues (e.g. 
long term conditions, relationships with GPs, the linkages between obesity tiers, engagement on the 
prevention agenda); CCGs feeling decisions were less informed by public health than previously; and 
CCGs feeling generally disconnected from HWBs. 
The HWB is seen as crucial in ensuring local governance and stewardship (Coleman et al 





system and dispersed leadership, but our findings show the Boards to be still developing, with 
national imposition of new responsibilities, local variations and the establishment of working 
relationships and appropriate agendas being challenging. There is an ongoing struggle between local 
agendas (e.g. tackling inequalities) and a central government push (e.g. integration) where HWBs 
can only be a part of the solution, suggesting they may be best focusing on their local system 
oversight and co-ordination role.  
 
Whilst HWBs were seen in theory as having a role iŶ ‘ŚŽůĚŝŶŐƉƵďůŝĐŚĞĂůƚŚĂĐƚŝǀŝƚǇƚŽĂĐĐŽƵŶƚ ? ?ƚŚĞǇ
did not in practice have any inherent power to fulfil this role; it was also unclear how this might 
work.  Our findings suggested that HWBs have dual roles of providing strategic leadership and 
building better relationships, whilst at the same time applying pressure and scrutiny where 
appropriate.  These roles may be uneasy bedfellows.  Within the HWBs in our case study areas, little 
attention was paid to public health compared to other key health issues, such as health and social 
care integration and the Better Care Fund.  These latter areas are more dominated by national policy 
and imperatives. 
The establishment of a new and centralised agency  W PHE - Ăƚ  ‘ĂƌŵƐ-ůĞŶŐƚŚ ?ĨƌŽŵŐŽǀĞƌŶŵĞŶƚwas 
associated with a number of anticipated opportunities, particularly around bringing about greater 
strategic co-ordination at national level, bringing the evidence base together, and creating an 
 ‘ĂƵƚŚŽƌŝƚĂƚŝǀĞǀŽŝĐĞ ?ŽŶĂůůƉƵďůŝĐŚĞĂůƚŚŝƐƐƵĞƐ ?KƵƌƌĞƐĞĂƌĐŚĨŽƵŶĚƚŚĂƚŝƚƚŽŽŬW,ĂůŽŶŐƚŝŵĞƚŽ
get established, as it focused initially on its own internal operations, rather than on external 
relationships.  Others within the system  W particularly LAs  W found it difficult sometimes to relate to 
PHE, and did not always see where they could add value.  The relationship between key national 
system leaders  W PHE, DH and NHSE  W were not always easy, and were sometimes distinctly 
problematic.    At local level, there was a mixed picture, with positive views regarding the support for 
health protection, but rather less positive views regarding data and intelligence.  There were clearly 
opportunities yet to be realised in improving co-ordination across the system and in being an 
authoritative voice on all public health issues.   
Our findings, alongside those of others (see for example Mansfield 2013, Willmott et al 2015), 
highlight the fragmentation of the new system, and the continued state of change as structures and 
processes evolve, and as roles and relationships develop.  This is occurring in the context of wider 
change, as LAs (and others) continue to adapt to deal with financial pressures.  Important challenges 
have been highlighted relating to inadequacies of the system design, particularly with regards to lack 
of clarity of roles and purpose, and fragmentation of responsibilities.   
7.2.2 Structural capacity 
It was anticipated that the reforms might bring about new opportunities for shared intelligence 
within local government.  Our research suggested that while the opportunities for utilising public 
health data were still under-realised, there were signs that a wider range of LA directorates were 
starting to engage with public health intelligence.  Advice and support was given by public health 





examples (for instance in education and planning) of where public health data was used to help 
decision-making, though it was clear that there was more potential for this to be developed. 
We also found some evidence of public health and adult social care sharing data and information  W 
adult social care often had  ‘ƐŽĨƚ ? ŝŶĨŽƌŵĂƚŝŽŶthat could be combined with the  ‘ŚĂƌĚ ? ƋƵĂŶƚŝƚĂƚŝǀĞ
data of public health.  Councillors were also keen to combine their informal knowledge and  ‘Ɛoft 
intelligence ? with public health data, which provided ůŽĐĂů “ŐƌĂŶƵůĂƌŬŶŽǁůĞĚŐĞ ? ? 
The upheaval of system reform had inevitable consequences for data and intelligence however.  
Public health officers reportedly lost access to some data following the transition.  One site stated 
ƚŚĞǇŶŽ ůŽŶŐĞƌŚĂǀĞ  ‘ŵĞĚŝĐĂů ?ĚĂƚĂƐƵĐŚĂƐŶƵŵďĞƌŽĨ ŝŵŵƵŶŝƐĂƚŝŽŶƐŽƌƐĐƌĞĞŶŝŶŐƵƉƚĂŬĞƐ, due to 
the fragmentation of the new system.  In addition, some intelligence was lost within the 
organisational churn, as staff moved on and networks disbanded.  There was some evidence that the 
loss of the regional structure had negatively impacted on structural capacity.  
Whilst we found evidence that the new systems and structures provided some opportunities for 
creativity in combining public health and council functions, this was in the early stages and by no 
means universal.  It was not possible to gauge the extent to which these new opportunities were a 
consequence of the system reforms.  Indeed, many joint initiatives described by research 
participants had been initiated prior to the reforms, although it is possible that their progress may 
have been hastened once the different teams concerned were placed within the same organisation.  
We saw that public health teams had worked hard, with some degree of success, to embed 
themselves across their LAs.  However, the process of settling in was not easy; public health officers 
found LA processes complex and rigid compared to those of the NHS, and found difficulties in 
adapting to the new organisational culture.  Even those who worked in joint posts prior to the 
reforms admitted a lack of understanding of the differences between local authorities and the NHS, 
and of LA structures and ways of working. This was further complicated where public health teams 
were working across multiple authorities, either as a shared service, or within two-tier counties.   
Whilst it was expected that collaboration across local systems would improve, particularly through 
ƚŚĞ,tƐ ?ŽƵƌƌĞƐĞĂƌĐŚĨŽƵŶĚƚŚĂƚƉƌŽĐĞƐƐĞƐŽĨũŽŝŶƚǁŽƌŬŝŶŐǁĞƌĞŚŝŶĚĞƌĞĚďǇƚŚĞ ‘ŵĞƐƐiŶĞƐƐ ?ŽĨ
the transition period, and in particular by the lack of clarity over responsibilities and funding 
allocations. The context of financial austerity in local government and recent additional public health 
cuts also have not facilitated joint working and have, in some cases, led to suspicion between 
organisations about potential budget  ‘raids ?.  Conversely, in some areas, the reduced/limited 
budgets have forced different approaches to be examined, which can be fruitful.  
 
Human resources capacity faced challenges and changes as a result of the reforms.  We found 
widespread recruitment and retention problems within the public health workforce, and continued 
concern amongst some participants regarding the fragmentation of the profession (with medical 
public health personnel choosing not to work for LAs), the reduced desirability of the profession 
amongst new recruits, salary issues, and the lack of opportunities for training and career 
progression.  Some public health teams were significantly understaffed.  Posts that were unfilled 





similar staff numbers, but changed the nature of their staffing - for instance, replacing qualified 
public health professionals with commissioning or business planning experts.  Respondents also 
discussed the impact of the reduction of key personnel during the transition period to local 
government and the impact in terms of the loss of knowledge and skills and  ‘ĐŽƌƉŽƌĂƚĞŵĞŵŽƌǇ ?ŝŶ
public health teams and the wider health community. 
Within the new system, we saw fiscal resources being strengthened in some cases, and weakened in 
others.  The ring-fenced budget for public health was found to have offered some financial security 
for the public health function, and gave DsPH the opportunity to think more strategically about how 
best to spend that allocation, rather than having to fight for allocations out of an NHS funding pot.  
However, there were plenty of opportunities for LAs to test the boundaries of the ring-fence, and 
public health teams in some cases had to strongly defend their budget.  Within LAs, there appeared 
to be a stronger emphasis on value for money, and the transition presented a good opportunity to 
scrutinise contracts with a view to making gains in efficiency and cost effectiveness.  We found that 
many services were being decommissioned or commissioned in different ways following these 
service reviews.  Budgets were moving in some cases, as new services came under the public health 
budget, as budgets were pooled, and as public health made financial investments into other 
departments.  In one of our case study sites, we also saw a significant increase in financial 
investment in childhood obesity prevention, largely pushed by the passion of the elected member 
and her fellow councillors.  However, the overall picture was one of having to deal with reduced 
budgets, and we saw evidence of public health officer posts being cut, and services being 
decommissioned or reduced as a result.  Since many public health services were still being provided 
by NHS providers, these changes in commissioning were impacting on local systems more broadly, 
with local NHS bodies receiving less income as a result of reduced LA budgets.   
7.2.3 Outcomes and goals 
Whilst the public health outcomes framework was meant to help shift the focus of commissioners 
onto outcomes, and act as tool to both guide and assess the work of local public health systems, we 
found very little attention was being paid to the framework in our case study sites. There was little 
evidence to suggest that the framework was being used by local health systems to either guide 
activity or assess outcomes. Rather, local priorities and locally determined outcomes appeared to 
dominate.  It did appear from our findings that within LAs, there was a stronger focus on outcomes 
rather than outputs or processes.  In some cases, and particularly for complex public health 
interventions, this was a challenge for public health officers and provider organisations to deal with, 
since the long and convoluted paths towards achieving, for instance, a reduction in obesity rates, 
was difficult for some councillors to understand.  Although it was hoped that the reforms would 
reduce inefficiencies through creating synergies, we found evidence of duplication of activities, 
confusion over roles/responsibilities, and gaps in services, principally due to the increased 
fragmentation within the system, and the upheaval caused by the reforms. 
It was feared by some commentators prior to the HSCA2012 being passed, that the reforms would 
lead to the persistence and potential widening of health inequalities, and a worsening of indicators 





(possibly increased) potential for inequalities between local areas to widen, since local areas differ 
with regards to the scale and impact of the budget cuts. For instance, research for the Joseph 
Rowntree Foundation (Hastings et al 2016), found that the most deprived upper-tier and unitary 
authorities saw cuts of more than £220 per head compared with under £40 per head for the least 
deprived. They also found social care spending had fallen in real terms in the most deprived 
communities by 14% or £65 per head. Conversely, it had risen in real terms in the least deprived 
communities by 8% or £28 per head. It appeared from our findings as though the services that are 
likely to be cut first are those that focus on preventing lifestyle-related illness  W not because LAs do 
not care about these priorities, but because other financial pressures are greater, and/or other 
services are mandated.  Within areas, the scaling back of services, and the high cost of achieving 
public health outcomes amongst hard-to-reach groups (who are often those with the worst health), 
might also lead to widening inequalities within local areas too.   
 
7.3 Key findings - What has changed?  
The move of public health into LAs has been set against the context of severe financial cuts imposed 
by government on LAs, and wider civil society, arguably in response to the global financial crisis in 
2008 (De Vogli and Owusu 2015; Lowndes, 2013). Government financial support for LAs has been cut 
by over one-third (Centre for Local Economic Strategies 2014:4) which has impacted substantially on 
not just local government activities but also on their organisation and structure. 
 
Public health ƚĞĂŵƐ ŝŶ >Ɛ ŚĂǀĞ ĨĂĐĞĚ ƉƌŽĨŽƵŶĚ ĐŚĂŶŐĞƐ ? ŚĂǀŝŶŐ ŐŽŶĞ ĨƌŽŵ Ă ƉŽƐŝƚŝŽŶ ŽĨ  ‘ĞǆƉĞƌƚ
ǀŽŝĐĞ ?ƚŽĂƉŽƐŝƚŝŽŶǁŚĞƌĞƚŚĞǇŵƵƐƚĚĞĨĞŶĚƚŚĞŝƌŽƉŝŶŝŽŶƐĂŶĚĂĐƚŝǀŝƚŝĞƐŝŶƚŚĞĐŽŶƚĞǆƚŽĨĐŽŵƉĞƚŝŶŐ
demands and severely restricted resources. Public health staff needed to acquire new skills, and 
ŶĞĞĚĞĚ ƚŽ ƐĞĞŬ ŶĞǁ  ‘ĂůůŝĞƐ ? ƚŽ ƚŚƌŝǀĞ ŝŶ ƚŚĞ ŶĞǁ ĞŶǀŝƌŽŶŵĞŶƚ ? In a fragmented system, strong 
relationships between these organisations are important.  Strong relationships might depend upon 
clarity of roles, time to develop, protect and strengthen interpersonal relationships, a reasonable 
amount of stability (e.g. in the way of staff turnover, role redistribution, etc.), shared 
interests/agendas, and good communication/networks (Hunter and Perkins 2012, 2014).   
 
Our research aimed to address five key questions about the reforms introduced by the HSCA 2012 in 
April 2013. These focused on structural arrangements of the public health function, decision making 
processes, the relationship between PHE and LAs, local relationships between LAs, CCGs and other 
agencies and the extent to which LAs were developing new ways of working. The following sections 
summarise our main findings in relation to these five key areas of enquiry.  
7.3.1 ,ŽǁŝƐƉƵďůŝĐŚĞĂůƚŚ ?ŽƌŐĂŶŝƐĞĚ ?ǁŝƚŚŝŶƚŚĞŶĞǁƐǇƐƚĞŵ ? 
The findings from this research clearly show that the organisational arrangements for public health 
in LAs are complex, and still evolving. In two-tier areas, the important role of district councils is 
recognised but has yet to be fully developed.  There are a range of organisational arrangements 





authority collaborations and agency arrangements where one LA acted on behalf of another. These 
are not all discrete developments with some authorities displaying a number of different 
relationships. In addition to these inter-authority relationships, there are a range of differing 
relationships with CCGs, service providers and regional and national public health and NHS agencies. 
 
We found considerable variation in the organisational arrangements for public health within LAs and 
identified a wide variety of organisational arrangements that included: 
 
x Shared public health functions across two or more LAs sometimes with a single coordinated 
team and in others with a shared DPH but separate LA public health teams. 
x Agency arrangements between authorities for the provision of public health functions. 
x LAs with a public health directorate. 
x LAs with public health as part of another directorate (eg Social care, community and 
housing). 
x LAs with dispersed public health teams. 
 
Despite the turbulence of the reforms, both public health leaders and elected members have 
remained positive about the way public health teams had transferred and become embedded in LAs. 
However, the organisational arrangements for public health remained varied, with the majority 
(52%) being within a larger directorate, such as adult services, and some remaining as a distinct 
public health directorate (26%) 9 . Also, even after two years there remained substantial 
organisational turbulence with continued reorganisation; the results of our 2015 survey of DsPH 
(September 2015) found that nearly half of the respondents reported that they expected further 
reorganisation of public health teams within the next year.  
 
There was a variety of managerial arrangements and reporting processes within LAs. Our evidence 
suggested that where public health is not organised as a separate directorate, there might be a more 
immediate chance to be embedded into local government.  However, where a distinct public health 
directorate is formed, public health professionals might have a greater degree of autonomy, and the 
DPH usually had a direct reporting line to the chief executive facilitating working across directorates. 
Access and direct reporting to the chief executive and elected members were seen as important in 
promoting public health.  We found good evidence of close working between elected members and 
public health teams in our case studies. However, not all public health teams and DsPH have access 
to key executive decision-making groups at senior director level in LAs. This was important in order 
to promote a public health approach within LAs. 
 
At the local level, there appeared to be stronger managerial accountability and scrutiny, led by 
elected members (influenced by their politics, ideology and granular knowledge). This is shining a 
new light on public health  activity, and is bringing an important window of opportunity for change  W 
we found evidence of historical commissioning decisions being challenged, new questions being 
                                                          





ƉŽƐĞĚ ? ŶĞǁ ƐƵŐŐĞƐƚŝŽŶƐ ďĞŝŶŐ ŵĂĚĞ ? ĂŶĚ  ‘ƉĞƌŵŝƐƐŝŽŶƐ ?ďĞŝŶŐ ŐƌĂŶƚĞĚ ƚŽ think differently.  This is 
simultaneously liberating  W providing opportunities for change - and challenging  W particularly 
adapting to new cultural and organisational norms - for public health professionals.  
7.3.2 Where, how and by whom are formal decisions made about public health needs, priorities 
and strategies?  
We observed a number of changes to the way that public health priorities and strategies were being 
developed at local level.  The greater involvement of elected members in the making of decisions 
had made a difference to decision-ŵĂŬŝŶŐ ?  dŚĞƌĞ ǁĂƐ ŵŽƌĞ ĞŵƉŚĂƐŝƐ ŽŶ ƚŚĞ ƵƐĞ ŽĨ  “ƐŽĨƚ
ŝŶƚĞůůŝŐĞŶĐĞ ?ĚƌĂǁŶĨƌŽŵŵĞŵďĞƌ ?ƐĞǆƉĞƌŝĞŶĐĞŽĨƚŚĞŝƌůŽĐĂůǁĂƌĚƐ ?/ŶĂĚĚŝƚŝŽŶ ?ŝĚĞŽůŽŐǇŝŶƚĞƌŵƐŽĨ
perspectives on the function of public health and the key determinants of health of individual 
members or controlling political party were important. We found evidence that priorities on health 
were also driven by non-health issues  W for example anti-social behaviour in relation to a focus on 
drugs and alcohol. 
 
Strategic planning on public health has changed with councils taking a broader perspective of how 
public health issues should be tackled. In addition, we found that moving into local government had 
led to more service reviews, with an increased application of  “ďĞƐƚǀĂůƵĞ ?ĂƉƉƌŽĂĐŚĞƐ ? dŚŝƐĂƌŽƐĞ
not just from a change in culture between the NHS and local government but also the move was 
seen as an opportunity to examine how an identified public health budget could best be used. 
 
The approaches to prioritisation and strategy development, however, are varied, and the degree of 
elected member involvement is mixed.  Our surveys suggested that between 2014 and 2015 elected 
members increasingly wanted to see changes in the way their authority goes about identifying local 
needs, priorities and strategies.  
 
7.3.3 What influence does PHE have on local public health decision making?  
Respondents in our case study sites referred to the complexity of arrangements for commissioning 
and the lack of clarity of roles. However, W, ?Ɛ health protection and information roles were seen as 
valuable.  Research participants ĂƚĂůŽĐĂůůĞǀĞůĂŶĚƚŚŽƐĞĂƚƌĞŐŝŽŶĂůůĞǀĞůƐƚŚŽƵŐŚƚƚŚĂƚW, ?ƐƌŽůĞ
was slow to develop, referring to its complex organisational arrangements.  Further re-organisation 
had not helped.  There was a degree of uncertainty about roles and responsibilities for different 
elements of public health activity  W this also included the relationship between LAs, PHE and the 
NHS.  In case studies, participants referred to the fragmented nature of both commissioning and 
provision responsibilities.  Our surveys found thĂƚ ǁŚŝůĞ W, ?Ɛ ĞǆƉĞƌƚŝƐĞ ŝŶhealth protection was 
acknowledged and relationships between LAs and their PHE local centre were generally good, PHE 
support in terms of leadership and public health intelligence often fell short of what LAs were 
expecting.  PHE have also carried out research on the views of its stakeholders which showed that 
those in local authorities tended to be less satisfied with PHE than in previous surveys with LAs 
feeling that PHE did not understand LA priorities and LAs having less contact with PHE than in 






7.3.4 What is the nature of relationships between LAs and CCGs, and between LAs and other 
external organisations?  
Our findings suggested that insufficient attention was paid, when designing the new public health 
system, to the important public health functions of district councils.  District Councils undertake a 
variety of public health related activities beyond those resulting from the 1984 Public Health Act 
including for example, leisure, housing, licensing, and planning (District Councils Network 2014).  
Working out this relationship (between district councils and county-based public health teams) is 
crucial and appeared from our research to be developing differently in different areas.  In some 
areas, district councils were seizing the initiative and taking a key and active part in public health 
leadership.   Elected members here, like their counterparts in the upper-tier authority, were 
challenging public health professionals, and seeking to influence them, as well as wanting to draw on 
their professional skills.  Public health professionals, in their turn, were recognising the potential 
advantages to be had in engaging with this tier  W despite the investment costs.  In our two county 
case study sites, we saw how district-level HWBs were developed, and in some cases with a greater 
focus for public health discussion and action than the upper-tier boards.   
 
The shift of public health teams to LAs was accompanied by changes in their relationships with the 
NHS, and although DsPH continued to provide a well-used service to CCGs, they often felt under-
staffed to meet the needs of CCGs.  The multiplicity of LA/CCG relationships remained a problem  W 
especially in county areas; this previously would have been addressed at a regional level.  
 
7.3.5 To what extent was there a shift in approach or a move towards new ways of working 
across the local public health system? 
The results from our surveys supported case study findings that public health teams were making 
changes in commissioning for health improvement.  These were particularly taking place in 
authorities where DsPH felt they had influence, where HWBs were having an impact and where 
there was a culture of collaboration between LA departments. Survey results showed that the 
majority (96% of DPH respondents in our 2015 survey, 94% in 2014) of councils reported changes 
such as new, re-designed, or de-commissioned services under the ring-fenced public health budget.  
Results showed that levels of change were already high in 2014, and in 2015 they continued to 
increase with more DsPH reporting having changed providers and de-commissioned services. 
 
In our study we were keen to explore whether bringing public health into LAs improved relationships 
with other LA services such as education and planning and transportation.  We found that much of 
the work with schools predated the 2013 reforms. Over the course of our research we identified 
some improvements in relationships between public health and other LA departments.  For 
example, we did identify some positive developments where public health teams were working with 
planning through the production of SPDs and training and information, and a willingness of planners 
to involve public health officers.  As yet, these links were not well developed.  However, the reforms 





There was also a particular problem in two-tier council areas as public health officers sit with county 
councils and planning officers sit within with district councils, creating additional complexity. 
 
In the second phase of our research we explored how the shift of public health from PCTs to LAs was 
affecting the commissioning and provision of weight management and obesity services.  We 
explored how public health teams were working with other parts of local government and the NHS 
(local CCGs) through a focus on services in schools, working with planning on tier 1 population 
prevention measures, and commissioning across tiers 3 and 4 of the obesity pathway.  The findings 
from this element of the research provided some detail to our general examination of inter and 
intra-organisational arrangements and developments. In addition we also identified some specific 
issues relating to the commissioning of services that were discussed in section 6.  Key issues 
included:  
 
x There was some evidence that LAs were beginning to think about strategies across the whole 
council.   Developments still lacked coordination, and despite some rhetoric about  ‘whole 
system approaches ? ? ƚŚĞǇ ǁĞƌĞ Ɛƚŝůů ŵĂŝŶůǇ ƉƌĞŽĐĐƵƉŝĞĚ ǁŝƚŚ ŝŶĚŝǀŝĚƵĂů ďĞŚĂǀŝŽƵƌ ĐŚĂŶŐĞ
interventions. 
x We found substantive evidence of significant changes to the commissioning of obesity services. 
There was evidence of shifts in investment and some broad strategic approaches such as to 
weight management or supporting work in schools (although this tended to build on pre-existing 
developments).  However, there was confusion regarding the commissioning and resourcing of 
tier 3 services.  There was also some disinvestment by some LAs with cuts in expenditure. 
x Findings from our case study sites showed that there was still a lack of clarity about 
commissioning responsibilities in relation to tier 3 services for obesity.  In addition, a number of 
respondents reported capacity issues with insufficient staff to deliver initiatives.  Public health 
teams generally reported a high demand for their services which they struggled to meet. 
Changing structures within public health teams  W particularly the shift from public health 
practitioners to commissioning or business managers - was having an impact on the provision of 




While our research has provided only a limited overview of the development of the public health 
system in England between April 2013 and the end of 2015, our findings have highlighted some 
important issues that have both policy and practice implications.  Support for a stronger LA role in 
public health was widespread but how the public health function and responsibilities were being 
developed varied considerably.  We found distinct differences between authorities and there was no 
one specific factor that led to such differences.  However, a key finding of the research was that the 
system continues to be in a substantial state of flux.  This was due to the initial degree of 





introduced in 2013, and some continuing confusion about organisational responsibilities in terms of 
commissioning (eg the obesity pathway).  Since 2013, there have been changes in responsibility for 
commissioning some aspects of public health services and substantial re-organisation both in PHE 
and in local government. Two-tier councils faced particular challenges in co-ordinating public health 
activities and there remain problems in supporting CCGs. 
Competing policy initiatives have also led to local authorities, and particularly HWBs, focusing on 
specific government initiatives such as the Better Care Fund, at the expense of broader health and 
wellbeing improvement. Our findings suggest that while LAs had recognised the importance and 
value of public health, service integration and funding have dominated joint working agendas.  There 
was an ongoing struggle between local agendas (e.g. tackling inequalities) and a central government 
push (e.g. towards integration) where HWBs can only be a part of the solution; this suggests that 
HWBs may be best focused on their local system oversight and co-ordination roles.  Whilst the 
context of reductions in resources and financial constraint was forcing some local systems to 
examine novel approaches to commissioning and provision, in general, it did not facilitate joint 
working and can lead to suspicion locally between organisations about potential budget raids. 
Government announcements in 2015 regarding cuts to the public health budget were a clear 
concern - particularly in the context of wider local government finances.  While budgets for public 
health remain ring-fenced for now, it is clear from our research that budgets were being used 
flexibly at a local level.  In some cases, this led to innovative use of resources, but in other areas, 
concern was expressed about misuse of public health funding.  Financial constraint also had an 
impact on the capacity of public health teams - how they were organised and their position in local 
authority structures.  Coupled with broader financial constraint in local government, the impact of 
budget cuts led to continuing restructuring and organisational change.  It is likely that this state of 
flux will continue in the near future, limiting capacity and ability to fulfil all demands being made on 
public health teams.  
We found that other departments in local authorities were responding in different ways to having a 
public health resource, and there are examples of collaborative working developing in areas such as 
planning.  These remain limited at the moment, but the recent announcement of the NHSE and PHE 
 ‘healthy towns and places ? initiative may provide further impetus in this area.  We also found 
examples of new service developments and the continuation of partnerships developed before 2013 
 W particularly in relation to schools and sport.  Conversely, working with CCGs and the NHS remained 
a key concern with some public health teams struggling with capacity and in some areas poor linkage 
between CCGs and public health.  
The changes brought about by the HSCA12, and the implications for the organisation and delivery of 
the public health function, have been profound.  Examining the impact of such changes through 
research has been extraordinarily challenging, particularly given the broader changes to the health 
and social care system, and indeed, to other government policies in areas of education, welfare and 
so on.  Our research points to the importance of systems thinking (Trochim et al 2006).  The use of 
ƚŚĞƚĞƌŵ ‘ƚŚĞƉƵďůŝĐŚĞĂůƚŚƐǇƐƚĞŵ ?ƚŽĚĞƐĐƌŝďĞǁŚĂƚŝŶƌĞĂůŝƚǇŝƐ “ĂĐŚĂŽƚŝĐ ?ƐƉƌĂǁůŝŶŐ ?ĚǇŶĂŵŝĐƐĞƚŽĨ





a non-ƐǇƐƚĞŵ ?  ?,ƵŶƚĞƌĞƚĂů  ? ? ? ? P ?) is inherently problematic.  However, systems thinking focuses 
on inter-relationships, and emphasises holistic thinking from multiple perspectives.   
Drawing on systems thinking in our research, we have developed an emerging understanding of the 
complexities of what we refer to as  ‘Ă ƉƵďůŝĐ ŚĞĂůƚŚ ƐǇƐƚĞŵ ? ?  tŚĞŶ ůŽŽŬŝŶŐ ĨŽƌ ŝŵƉƌŽǀĞŵĞŶƚƐ ŝŶ
system design, it is crucial to understand and consider the complex network of individuals and 
organisations that have the potential to play critical roles in creating the conditions for health. It is 
also crucial to consider how they might best be supported and encouraged to work together, to act 
as a system.  Within the HSCA12 and associated policies, insufficient attention was paid to the 
nature and quality of relationships across the various organisations and individuals, and the 
overlaps, gaps, synergies and contradictions amongst their roles and responsibilities that ultimately 
ĚĞƚĞƌŵŝŶĞƚŚĞĞĨĨĞĐƚŝǀĞŶĞƐƐŽĨ ‘ƚŚĞƐǇƐƚĞŵ ? ?ŽŶƐĞƋƵĞŶƚůǇ ?ǁŚŝůƐƚƐŽŵĞŽĨƚŚĞĐŚĂůůĞŶŐĞƐidentified 
during the passage of the health and social care bill have been averted, many remain.  And whilst 
some of the opportunities identified have been realised, many are highly dependent on a range of 
locally contextual factors, and most are simultaneously threatened by conflicts and negative 
feedback loops within the system.  It will be important to continue to examine the ways in which the 
public health system continues to adapt and change, and the implications of these adaptations for 
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